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We thought about the blue flowers, Different people had 
different ideas about them, Henry wanted to turn them on. 
We brought wires and plugs and a screwdriver, and wired the 
green ends of the flowers (the bottom part, where they had 
been cut) to the electrical wire. We were sort of afraid 
to plug them in though — afraid of all that electricitv 
pushing its way up through the preen stalks of the flowers, 
flooding the leaves, and finally touching the petals, the 
blue part, where the blueness of the flower resided, along 
with white, and a little yellow. "What kind of current 
is this, that we are possibly going to plug the flowers 
into0" Gregory asked. It seemed to be alternating current 
rather than direct current. That was what we all thought, 
because most op the houses in this part of the country were 
built in convoliance with building codes that required A.C. 
In fact, you don't find much D.C. around anvnore, because 
in the earlv days of electricity, many people were killed 
by it. 
"Well, dug them in," Grace said. Because she wanted to 
see the flowers light up, or collapse, or do whatever they 
were going to do, when thev were plugged in. 
The humanist position is not to plug in the flowers -- to 
let them alone. Humanists believe in letting everything 
alone to be what it is, insofar as possible. The new electri 
awareness, however, recuires that the flowers be plugged in, 
right away. Toynbee’s notions of challenge and response 
are also, perhaps, apposite. My own ideas about whether or 
not to plug in the flowers is somewhere in between these 
ideas, in that gray area where nothing is done, really, but 
you vacillate for awhile, thinking about it. The blue of the 
flowers is very handsome against the gray of that area. 
-- Donald Barthelme, Brain Damage, 1970 
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This study represents a first attempt to sort out some 
of the attitudes of medical students at two different points 
in their careers when confronted with complex ethical problems 
involving multiple loyalties, hierarchies of abstract good, 
and issues of self-interest. The intent of this work is des¬ 
criptive and hypothesis-generating. Indeed, the hypotheses 
formulated at the outset proved to be more of a hindrance than 
a help in understanding the data. 
What follows is a preliminary grappling with the question 
of how a group of complicated human beings comes to terms with 
paradigms of some of the most powerful and difficult issues 
they will face in their professional lives. 
The first section of this report consists of a review 
of the relevant literature. This will help orient the reader 
to the current state of studies on medical students and medi¬ 
cal education. The next section consists of a discussion of 
the methodology of this study, which is based on a question¬ 
naire distributed to freshmen and senior medical students and 
interviews centered on the students’ answers to the question¬ 
naire , 
The subsequent section describes the statistical methods 
used in analyzing the data and the results obtained from them. 
The final section is a discussion of the most imDortant aspects 
of the interview material. 
iv 

REVIEW OF THE LITERATURE 
The literature on the medical student and medical edu¬ 
cation is vast. It has been said that "Medical students can 
be described bv the most complete body of psychological 
measurements ever collected on individuals with such singular 
interests" (Heist, 1962; Bloom, 1965). 
The research divides into three main areas, although 
there is considerable overlap among them. 
The first focuses on the selection of suitable medical 
students. These studies attempt to relate characteristics of 
applicants and students to various kinds of specialty 
preference, success as phvsicians, success with certain kinds 
of training programs, etc. These studies are mainly des¬ 
criptive, They also postulate quantitative and predictive 
methods for selecting individuals into medical training (See 
for example, See and Cowles (eds.), 1957 ; Coker, ejt al, 1960a 
1960b, 1966a, 1966b; Schumacher, 1961, 1964a, 1964b; Kole 
and Matrazzo, 1965; Haley and Paival, 1969; Johnson, 1969; 
Mawardi, 1969, 1971; Price, et al, 1969; Cartwright, 1971; 
Weber, 19 71; Donovan, et a_l, 19 72 ; Rothman, 19 72 ; Echols, et 
al, 1973; Rothman, et al, 1973; Weinstein and Cipple, 1973; 
etc,) . 
Second, there is a literature on the psychological 
difficulties and psychosocial development of medical students 
The best review of this work is that of Levitt (1966). Lief 
(1971) summarizes the results of his and his co-workers’ 
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more-than-a-decade long research on the psychosocial char¬ 
acteristics of medical students at Tulane. 
The third main area of research examines the attitudes 
and values of medical students. It is this corpus of work 
that is most relevant to this study and therefore will be 
treated in greatest detail. When relevant, however, reference 
will be made to studies from the former categories. 
Shortly after the Second World War, a confluence of 
* 
interests among medical educators and sociologists led to 
intensive studv of medical student values. Medical educa¬ 
tors, noting that medical knowledge was increasing at an un¬ 
precedented rate, were concerned with how best to teach their 
students within the limited time available. They became 
interested in applying the "scientific method" to studies 
of different forms of medical education in order to further 
this goal. They also were concerned with a change in the 
form of medical practice from the ore-war era when most 
physicians were general practitioners. They began to develoD 
innovative programs in medical education — the Comprehensive 
Care Curricula* — with maior attention directed toward 
awareness among students of the psychosocial aspects of their 
patients’ lives and illnesses (Merton, ejt al, 1957; Becker, 
et al, 1961; Bloom, 1965; Funkenstein, 1971). 
’•Comprehensive Care is "The organized provision of health 
services to the entire family, including a full spectrum of 
service from prevention through rehabilitation, continuity of 
care for the individual, emphasis on the social and personal 
aspects of disease and its management, use of the health care 
team concept with personal physician responsibility and coor¬ 
dination of the diverse elements of modern scientific medical 
practice"(Falk, et al, 1973). 
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The sociologists, on the other hand, were interested 
in studying complex social organizations like schools, prisons, 
mental hospitals, and factories as a means of understanding 
human social behavior. Thev were concerned with the process 
of adult socialization, and especially, with the sociology 
of the professions, and thev were hopeful that social science 
could be useful in a systematic way to improve the provision 
of health care (Merton, et a]L, 1957; 3ecker, et al, 1961; 
Bloom, 1965) , 
The effects of medical school on attitudes and values 
of practicing physicians is controversial, however. 
Eron, who conducted several highly influential studies 
on medical student "cynicism” and "humanitarianism” (1956; 
1958) remarks that: 
The educational experience in any particular 
school has a profound effect on these very 
attitudes of the student. Thus medical 
students are quite different when thev 
graduate than when they were in the first 
year of medical school, and furthermore, 
despite the individual differences that 
have been noted among them, in some wavs 
seniors seem to be cut from the sane cloth. 
All of us who have been concerned with medi¬ 
cal education for any length of time have 
noticed not only the profound changes taking 
place in students as thev progress through 
four years of medical school, but how alike 
they all appear to be at the end of those 
years (1958). 
Freidson, on the other hand, disputes the importance of 
medical school for physician attitudes. 
If medical education molds the medical 
man, the exigencies of practice are likely 
to be proof of the mold. It is for per- 
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forming his role in the circumstances 
of practice that medical education pre¬ 
pares the physician. And it is in the 
realities of practice rather than in 
the classroom that we find the empirical 
materials for clarifying and articulating 
the actual rather than the imouted or 
hoped for nature of the professional 
role (1970; see also, Freidson, 1971, 
chanter 8). 
Freidson suggests that the answer to this debate lies in the 
study of ohysicians during the years post medical school — 
from internshin to practice. 
Other researchers in the field generally give lip-service 
to this point of view. Nonetheless, even the published work 
on house-staff is miniscule compared to the volumes existing 
on medical students (See for example, Kendall, 1961, 1963; 
Oken, 1961; Seeman and Evans, 1961a, 1961b). 
The literature on the attitudes and values of medical 
students is of two types. The "true" sociological studies 
attempt to evaluate the development of students in terms of 
their social environment in the medical school. Paradigms 
of this approach include the studies of Merton and his 
colleagues, summarized in The Student-^hvsiclans (1957), 
and those of Becker and his co-workers described in Bovs in 
'White (1961). 
Another apDroach observes students via standardized 
personality instruments like the Allport-Vernon-Lindzev Study 
of Values, the Strong Vocational Interest Blank, The Edwards 
Personal Preference Schedule, etc. In these studies the 
institutional context is generally not considered in detail. 
Instead, students are studied longitudinally and attempts are 
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nade to correlate results with such factors as specialty 
preferences and (especially) attitudes towards patients. 
Those who look at medical students in this way seem most 
concerned with the students’ ability to appreciate the 
psychosocial dimension of the "doctor-patient” relationship— 
to see the patient as a "whole man" (Parker, 1958). 
The work of the Merton and Becker groups differ in 
several respects. Merton espouses a longitudinal approach, 
with adequate controls, utilizing insofar as possible the 
scientific method. Becker, conversely, eschews the necessity 
for the "panel approach," insists that he has no hypotheses 
to test and that his study has no "formal design," and makes 
extensive use of participant-observer methods. For Merton, 
The view is always longitudinal, cast in 
the framework of a hypothesis of sociali¬ 
zation in which the medical school is 
the " middle term" of an orderly develop¬ 
mental process ... Acknowledging the fact 
that the medical school is a step in the 
socialization of the physician^ [“Becker's] 
group avoids the assumption that it is a 
linked step in a direct and orderly devel¬ 
opmental process... The method of [Becker’s] 
group, as in past studies of other types 
of institutions, frankly seeks "disparities 
between aspirations and realities" (Bloom, 
1965). 
The differences between Merton and Becker are apparent 
even in the titles of their books. Merton views the medical 
student as a sort of junior colleague of the faculty members. 
He finds that the students view themselves increasingly as 
physicians as they proceed through medical school and that 
they gradually gain confidence in their role despite the 
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inevitable uncertainties and frustrations. The growth to 
full phvsician-hood begins with aspirations in early child¬ 
hood (Rogoff, 19 5 7") and continues through the time when 
other careers might be chosen. Medical students choose 
earlier than other future professionals -- e,g, law students 
(Thielens, 1957") — have already found "role models" for 
their careers and feel very strongly that this is the "only 
career that could really satisfy them." The medical student 
progresses to discover the complexity of modern medicine and 
to think increasingly about specialization. Further, in their 
contacts with oatients, students increasingly reflect a sense 
of "professional self-image" (Huntington, 1957*). The student 
painfullv develops the requisite of "detached concern" and 
increasingly becomes aware of uncertainty "[which] is no 
different from that to which every resoonsible, self-critical 
doctor is often subject" (Fox, 1957*). Ultimately, through 
the relatively invisible yet firm influence of the faculty, 
students are channeled towards specialties commensurate with 
their abilities, the higher-ranking students tending towards 
specialty training or the rotating internships of their 
choice at university hospitals, the lower-ranking students 
towards rotating internships at non-academic training centers 
(Kendall and Selvin, 1957*). 
Becker views the world of the medical student as rather 
* in Merton et al, 1957 
■ 
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different. He introduces the students in a more demographic 
rather than a developmental context. Yet he treats their 
school historically. In Becker’s view, these students begin 
their career idealistically, looking to an experience commen¬ 
surate with their sense of finally having ’’arrived,” Immedi¬ 
ately, however, they find their medical school life to be 
frustrating, overwhelming, uncertain. They are angered and 
puzzled by the impossible amount of work, the unpredictability 
of the faculty’s expectations, and their sense of learning 
little that relates to ’’the practice of medicine." They begin 
tacitly to form a "student culture" — with its own norms, 
values, and means of regulation — to cope with their predica¬ 
ment . 
The formation of student culture is an adaptive phenomenon 
to the stresses and demands of the situation, albeit the 
student view of things is often considerably at variance with 
that of the faculty. Students put aside their ideals about 
medical education and through the student culture come to 
terms with their situation. Yet, they look forward to their 
time on the wards in clinical medicine, expecting that there, 
they will learn "the basic medical facts," On the wards their 
study of medicine will be as they have imagined; there they 
will learn what they will "need to know" when they are out 
’’in practice," 
The reality of their clinical experience is quite 
different, however. They must come to terms with faculty 
members of varying degrees of "malignancy" who seem demanding. 
* 
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capricious, occasionally even sadistic. They find that 
"clinical experience" is the cornerstone of authority in 
the medical hierarchy. They have none. Further, they feel 
acutely that they are never given sufficient "responsibility" 
for important aspects of patient care. Indeed, a patient 
can become a source of what the students feel is endless, 
routine, worthless work. If a student has failed to glean 
some crucial fact from a patient, the patient can even become 
a source of embarrassment in front of a faculty member. 
Once again, the students form a separate "culture" to 
cope with these predicaments. They devote their activity 
and energy to placating faculty members. Thev disdain and 
avoid routine work and cherish experiences which they think 
are filled with "responsibility." Even when thev finally 
graduate, their internship choices and specialty preferences 
are shaped bv "student culture." Thev look for those 
specialties thev believe will afford the highest levels of 
"responsibility" and "clinical experience." Thev avoid those 
thev feel are unlikely to provide this. 
Nonetheless, their basic "idealism" remains intact, 
although now it is tempered by maturity and reality. The 
"cynicism" of the medical student according to Becker is part 
of the facade of the successful member of "student culture," 
not a permanent attitude that will be carried bv the physician 
throughout life (Becker, 19 56 ; Becker and fleer, 19 5 8a, 19 5 8b; 
Becker et al, 1961; Becker, 1964).* fundamental to Becker's 
*Later studies bv Coombs and Stein (1971) and Coombs and Bovle 
(1971) at Bowman Crav Medical School essentially replicate 
Becker's work on "student culture." 
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notion of the medical student is that he is not a student- 
physician. 
The ["boys in white" ] are not doctors, 
the recurring experiences of being 
denied responsibility make it perfectly 
clear to them that they are not. Though 
they may occasionally, in fantasy, play 
at being doctors, they never mistake 
their fantasies for the fact, for thev 
know that until they have graduated and 
are licensed they will not be allowed to 
act as doctors (Becker, et al, 1961). 
Critiques of these works, especially of Becker and his 
co-workers, have been proferred by Levinson (1967) and, in 
passing, by Keniston (1968). Levinson faults Becker for 
ignoring "relatively enduring yet changeable personality 
structures" (1967). He adds that 3ecker's 
...focus is not primarily uoon the 
student as budding physician, but rather 
upon -students collectively as low-status 
workers trying actively to adapt and to 
"make out" within a strongly hierarchial, 
stressful organization...This is a useful 
vantage ooint from which to oroceed, and 
the research yields a significant contri¬ 
bution to the study of organizations. The 
theoretical waters are muddied, however, 
by the authors’ polemical assertions re¬ 
garding matters not within the scope of 
their investigations. At times thev imply 
that the book is a study of professional 
socialization, when in fact this is a minor 
concern (ibid). 
Keniston adds to this criticism: 
Such studies concentrate largely on areas 
in which medical education is most like 
other kinds of education, V/hat also 
needs to be studied in depth are those 
processes that are distinctively medical 
— that distinguish the medical student 
from his other pre-profession fellows, 
and that might account for the special 




Bloom (1965) acknowledges that the works of Merton 
and Becker are informed by two different world-views of the 
nature of the conduct of human beings in organizations. He 
cites the work of Etzioni (1960) who has elucidated the 
character of these conflicting ideologies as they affect the 
study of the mental hospital. According to Etzioni: 
The study of industrial relations is 
more or less split into two camns. On 
one side are the advocates of the human 
relations approach, including disciplines 
of Elton Mayo and Kurt Lewin. On the 
other side are the scholars who object 
to the human-relations school, which 
they name "managerial sociology," and 
which they criticize for being manipu¬ 
lative , biased in favor of management — 
for example earlier studies ignored the 
role of the trade unions -- and unreal¬ 
istic, Another wav of putting the 
difference is to say that the human- 
relations school is for "peace in indus¬ 
try," harmony, and "understanding" between 
the employer and emplovees, while the 
opponents emphasize the objective signifi¬ 
cance and positive function of industrial 
conflict. The human relations oeople em¬ 
phasize two-way communication, while the 
opponents stress the role of the trade 
unions. The human-relations school suggests 
theraoeutic interviews and participation in 
decision-making? the opDonents point to 
economic, political, cultural and other 
"real" differences between workers and manage¬ 
ment" (ibid). 
While Bloom recognizes the importance of Etzioni’s formu¬ 
lation, he ultimately concludes that the differences between 
the findings of Becker and Merton have more to do with the 
specific "value climates" of the different kinds of medical 
schools at which the studies were undertaken (Bloom, 1963, 1965). 
*Bloom and Etzioni both recognize, of course, that analogies 
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"The type of environment which Becker... describe[s ]...is 
common in medical education... The picture of ’student- 
physicians’ which the Columbia studies present possess at 
least equal validity as a type of experience which can and 
does occur in American medical education" (1965).* * 
Bloom, unfortunately, does not follow Etzioni far 
enough. Etzioni concludes that "both schools [of thought] 
are vital to a better understanding of the organlzational 
process (1960, Etzioni’s italics). Although some organi¬ 
zational problems yield readily to solutions involving the 
repair or construction of lines of communication, others 
inevitably are best comprehended by taking into account 
power relations and hierarchial constraints inherent in the 
social system. 
Etzioni also stressed the potential "multi-group" 
from industrial relations may break down in important ways 
when applied to mental hospitals and even more so to medi¬ 
cal schools. 
*Research on the differing "value climates" and environments 
of various medical shools include: Christie and Merton, 
1958; Miller, 1958; Sanazaro, 1963, Funkenstein, 1958, con¬ 
siders some of the "implications of this diversity." Bloom, 
1965, cites unpublished data from Johnson among similar lines. 
Cornell, Western Reserve, and the University of Pennsylvania 
where the Merton studies were undertaken, differ from the 
University of Kansas in crucial respects such as location, 
student body, funding, prestige, etc. Sanazaro (1963) 
calls these the "Blackbox" of an individual medical school. 
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membership of an individual under study. Becker and his 
group seem more cognizant of this as a factor in medical 
students’ attitudes. They note students’ adherence to the 
mores of ”lav cultures," such as those based on sex, and 
social class, to the mores of "medical culture," and to 
those of the "student culture." 
On the other hand, Fox (in Merton, et al, 1957) des¬ 
cribes the development of a student "little society" which 
differs markedly from the Becker portrait of "student cul¬ 
ture," "A set of standards for dealing with uncertainty/ 
gradually emerges — standards that tend to coincide with 
those of the ^acuity" (ibid, italics added). However, Fox 
pays relatively little attention to the organization, 
function, and purposes of this little sccietv, other than 
to remark on its existence vis-a-vis "training for uncer¬ 
tainty," She concentrates on interview material mostly drawn 
from individual conversations with students, not from inter¬ 
views of medical students in groups or in public areas. Her 
students are introspective about their work, ra.ther than 
reflective about the process of making do within the insti¬ 
tution. 
Despite Becker’s claims that medical students "know" 
they are not doctors — which the Merton students undoubtedlv 
"know" just as well -- he offers no evidence to refute the 
claim that the student is more likely to perceive himself 
or be perceived bv others as a physician as his training 
progresses. As Levinson (1967) points out, Becker offers 
>- 
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little information about his subjects’ intrapsychic pro¬ 
cesses, about their ’’strong feelings, fantasies, psycho¬ 
dynamic processes;” he also says almost nothing about their 
personal feelings and experiences. There is little attempt 
to tease out ’’complex emotions” or to unravel ambiguities 
between self-perception and behavior, between beliefs and 
actions. 
Yet another major difficulty arises in both these 
works, although more glaringlv in the studies of the Merton 
group. No attempt is made to examine critically the values 
and norms of the group being studied. Merton lists these 
values and norms (1957); however, the list defines such 
problems from the viewpoint of the medical profession. vov 
example: "The physician has a right to expect a ’reasonable 
fee’ depending upon the care he has given and the economic 
" c 
circumstances of the patient. But: he must not ’soak the 
rich’ in order to ’provide for the poor’” (ibid). Even if 
Merton is correct, he never scrutinizes the historv or con¬ 
sequences of such a belief. Does the physician have such 
a ’’right7” "Must” he not "soak the rich?” To be sure, many 
American physicians believe wholeheartedly in this assertion. 
But such a "value climate” immediately invites question: How 
is it that physicians believe such things? How night a 
medical student who refused to accept such beliefs be treated? 
How might the world look if physicians believed something 
else — for example, that all patients have the right to 
medical care and that physicians should give such care out of 
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a sense of altruism; or that physicians should be insulted 
if offered more for their services beyond a baseline salarv, 
Merton makes no attempt to examine what Parsons (1951) has 
described as "non- or irrational beliefs and practices in the 
health field," i.e., the "folkways" of the medical community. 
Critical approaches have elsewhere been brought to bear 
on medical culture. The more theoretical works on the 
profession, the medical student, and the medical social sys¬ 
tem often confront such questions (See, e.g., Parsons, 1951; 
Hughes, 1956; Keniston, 1968; Freidson, 1970, 1971; Mechanic, 
1971; Zola and Miller, 1971; Scheff, 1972; Zola, 1972). 
Similarly the theoretical problems of "value-free" research, 
"management bias" and the like have been examined extensively 
(See e.g,,Mills, 1961 especially chapter 4; Louch, 1966; 
Freidson, 1970, 1971; Etzioni [I960] has already been dis¬ 
cussed). Yet the practical studies of medical students and 
medical education have rarelv addressed normative issues. 
It seems to be implicitly assumed that: "Medical school 
curricula and medical education ... is today without serious 
flaw and represents a major advance beyond the recommendations 
of the Carnegie Foundation report on Medical Education in 
1910" (Schiff, 1971). 
There are difficulties with the theoretical perspective 
of Becker’s work as well. He and his group searched for 
"disparities between aspirations and realities." Indeed, his 
book is fundamentally richer than Merton’s, filled with many 
striking vignettes and cameos of students and their world. 
>•- 
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His careful depiction of the day-to-day lives of the 
students, of ’’student-culture” and its folkways is not 
problematic. The difficulties lie in his description of 
"the fate of idealism in medical school" (3ecker and Geer, 
1958), To find that the basic "idealism” of the medical 
student -- and Becker is quite cautious about the need 
for clarification of this term and its opposite number 
"cvnicism" — emerges intact, if more pragmatic and realistic, 
at the end of medical school is all well and good. But, it 
is difficult to believe that the effects of this "temporary” 
student-culture-determined cvnicism can be so transient, 
that given a new set of "perspectives,”* the young ohvsician 
will bring with him no legacy of his school values, Anv 
graduate -- whether from a school, a mental hospital, or a 
prison -- must carry with him, if onlv for a time, a set 
of attitudes, "perspectives," which will color his life and 
thinking about the world. Such perceptions are not immutable, 
but are rather subject to modification, change and oblitera¬ 
tion, through new experiences, or the influences of different 
organizational structures. 
"The concent of "perspective" is central to Becker’s thesis. 
He defines perspectives "following the theorv of George 
Herbert Mead ... Tasl co-ordinated views and plans of 




Becker carefully notes that the way a medical student 
organizes his experience might be different from that of a 
doctor in practice. Yet, he seems untroubled by the notion 
that the way a student views reality in some degree may 
affect the world-view of the physician, Becker views the 
perspectives of "student culture" as relatively ephemeral 
(See, for example his discussions of the medical resident 
[Becker, et al, 1961]). Yet, he never considers conflicting 
perspectives and their effect on the individual who is 
"split" — mart of him a subscriber to the cynical public 
values of "student-culture," mart an idealist who is dedi¬ 
cated to a separate set of values and beliefs, "It happens 
that many students wonder what medical education is doing 
to their humanity, their capacity for feeling ... The 
question ’Are we leaving the human race?’ recurs regularly 
and even monotonously " (Keniston, 1968), Although Becker and 
his associates may believe, as Levinson (1967) asserts, that 
"psychodvnamic factors are of little import in socializa¬ 
tion," thev ought to have been more sophisticated about the 
possible consequences of multiple or shifting perspectives. 
In addition, although Becker offers much thought on the 
"fate" of idealism among medical students, it is unfortunate 
that he fails to examine the future of the "responsibility" 
and "experience" perspectives which he finds so important to 
the students’ world. On page 221 he states: "[Students make] 
use of two ideas which we think must be strongly emphasized 
in medical culture and in the perspective of practicing 
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physicians ... These two ideas are medical responsibility 
and clinical experiences11 (Becker’s italics). He notes that 
these terms probably have quite different meanings to stu¬ 
dents due to their particular olace in the social system’s 
hierarchy. Yet, he offers little discussion on how these 
terms might differ in meaning for those in other nositions 
in the hierarchy. Further, he does not consider the problem 
of how a change in perceotion of these might occur. Nor 
does he address the question of how (and if) students might 
acquire other perspectives of their mentors, for example, 
those of the importance of "scientific medicine," "getting 
along with patients," and of clinical observation, reasoning, 
and diagnostic skills. 
Turning now to the literature on medical student 
attitudes and values as catalogued by standardized tests, 
I am deeply indebted to Bloom (1965), He notes that the: 
Central question of research on medical 
student attitudes — and such research 
has never been more active —- aooears to 
be how students will behave with oatients 
,,. The earlv interest of medical educa¬ 
tors in the social sciences was orecioitated 
by new educational programs which, fre¬ 
quently, contained as a major objective the 
teaching of both skills and attitudes in 
the broadened range of interpersonal rela¬ 
tions that are part of modern comprehensive 
medicine. In addition.medical educators 
... feared that, out of overconcern for the 
science of medicine, medical education was 
dehumanizing future physicians (ibid). 
In the decade since Bloom's oaper was oublished, medical 
educators have also become increasingly concerned with the relation 
of medical students and phvsicians to issues of community medi- 
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cine, the social milieu in which medicine is practiced, and 
ethics and human values in medicine (see Pellegrino, 1969; 
Rosiniski, 1969 ; Truett, et al_, 1969 ; Mechanic, 1971).* 
In general, these attitudinal studies share similar 
weaknesses. Few are comparative between medical students and 
other groups. The Eron studies of cynicism-humanitarianism 
(1956, 1958), the Christie and Merton study of Machiavellianism 
(1958), and the studies of Gordon and Mensch (1962) with the 
Survey of Interpersonal Values are among the few exceptions 
(1962). Rosiniski (1963) — in one of the onlv studies that 
attempts to examine the ethical development of medical stu¬ 
dents — at least acknowledges that his work is "preliminary” 
and must be followed with comparative studies. Another 
recently-observed dif.ficultv is that most studies follow 
individual classes longitudinallv. Rothman (1972) notes 
that striking differences may be observed in the attitude 
profile and intellectual achievement of different classes. 
He questions "the extent to which one-class longitudinal 
studies can be generalized." 
Nonetheless that "something in the feelings and beliefs 
of medical students about interpersonal relationships does 
actually change is indicated strongly by this tvpe of evidence" 
* The interest of medical education specialists in these areas 
is so marked that it is surprising that no one has ever sys- 
tematicallv studied the differences between the attitude of 
medical educators and other ohvsicians relative to the 
nhvsician-patient relationship and issues of oublic oolicy 
in health care (Gee, however, Bonito and Levine [1973] and 
Levine and Bonito [1972]). 
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(Bloom, 1965). However, as Bloom notes, exactly what has 
changed is controversial. 
Furthermore, if what has changed remains unclear, the 
importance of the change has been at best superficially 
examined, Eron (1956, 1958), for example, argues that medi¬ 
cal students as they advance in their training show an 
increase in "cynicism" -- which he defines as a "contemptuous 
disbelief in man’s sincerity of motives or rectitude of con¬ 
duct, characterized by the conviction that human conduct is 
suggested or directed by self-interest or self-indulgence" 
-- and a decrease in "humanitarianism" -- defined as a "re¬ 
gard for the interests of mankind, benevolence, philanthropy." 
Cynicism and humanitarianism are measured by scales of his 
own design. Further he finds that cynicism correlates 
positively with anxietv; medical students with hign 
"manifest anxiety" have higher "cynicism" scores than those 
with low "manifest anxiety" scores as measured on his 
anxiety scale. He compares these results with those of law 
students and discovers that the trend for this group is the 
opposite with respect to cynicism: law students tend to 
greater humanitarianism in their senior year,* Yet he de¬ 
clines to discuss the implications of his findings, stating 
that the results are "better left to discussion by those in 
the individual medical schools." 





Eron concludes that even if attitudes do not necessarily 
correlate with behavior* "the attitude scales used in the 
studies reported here measure nothing more or less than verbal 
behavior, and it is through verbal behavior primarily that 
the physician communicates with the patient and the patient 
gets to know the physician" (ibid, italics added). Even if 
it could be ascertained that these scales measure "verbal 
behavior" alone, it is unclear whether this variant of 
"verbal behavior" would be manifest in talking with natients. 
As discussed previously, Becker et a^L (1958a, 1958b, 1961) 
dispute the importance of "cynicism" to the formation of the 
permanent character of the medical student. Even so, one 
can only SDeculate whether his observations re],ate to the 
same phenomenon uncovered by Eron's scale. 
Gray and his colleagues have continued to use Eron’s 
instruments, Thev basically conclude that after graduation 
from medical school, physicians who have a large degree of 
"dynamic involvement on the socio-emotional" level with 
patients -- i.e,, those in internal medicine, psychiatry, 
pediatrics, general oractice, and obstetrics-gynecology -- 
increase in "humanitarianism" and decrease in "cynicism;" 
their hospital based colleagues with less intimate patient 
contact — those in surgery, pathology, radiology, neurology, 
epidemiology, public health and rehabilitation medicine -- 
remain at similar levels of cynicism that thev exhibited 
at the time of graduation from medical school (Gray, e_t al, 
1965 , 1966 ; Reinhardt and Gray, 1972 ; see also, Gray, ejt al, 
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1961; Gray and Newman, 196 2 ; Gray and' Ward, 19 72 ; Canning, 
e.t al, 19 73), 
Gray and his co-workers take the neo-3eckerian position 
that a "moderate amount of cynicism" is adaptive for medical 
students. "Attitudes of cynicism are developed by medical 
students and retained bv some physicians after they enter 
practice because they are functionally useful" (Reinhardt 
and Gray, 1972). They conclude rather quixotically, however, 
that: 
Although at the present time attitudes 
of cynicism appear to help the student 
during his medical education, changes 
in training experiences (for example, 
by a reduction in [stress],.,and more 
emphasis on behavioural science con¬ 
cepts) changes in training experiences 
...could be made so that the student 
would not need to develop these 
attitudes. As a result of such changes, 
medical schools could produce ohvsicians 
who could both meet the medical and 
psychosocial needs of patients (ibid). 
Suddenlv, the nature of the discourse is changed. "Cyni¬ 
cism" has come into a cause-and-effeet relation to psycho¬ 
social insensitivity of medical students and physicians. It 
must be stamped out — preferably in medical students (God, 
knows, thev’re more malleable than surgeons). Apparently 
this will be engineered bv an aporopriate dose of T.L.C, 
and exposure to the wisdom of savants. 
Part of the difficulty with the study of "cvnicism" is 
pointed to by Christie and Merton (1958); in order to avoid 
the reification of a label with possible nejorative connota- 
V. 
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tions, in their discussion of "Machiavellianism,” they name 
their instrument the "Mach" scale. It might well be sobering 
to give Eron’s instrument a more "value-free" label, one 
with less liklihood of being reified. Some scholar might 
then be able to sort out more precisely and objectively, 
exactly what is being measured by this scale. 
Other studies of the attitude of "cynicism" include 
that of Miller and Erwin (1961) in which a Comprehensive Care 
program experience seemed to lessen the extent of the develop¬ 
ment of "cvnicism," and seemed to increase a sense of the 
importance of teamwork in a small group of students. Here 
again a correlation was noted between high anxiety and 
"cynicism" and between low anxiety and "humanitarianism." 
Strangely enough, although this study group increased in 
their awareness of "social factors" in their patients’ lives, 
they decreased in their estimation of "emotional factors" 
with respect to controls. Canning, et al (1973) found little 
effect on increasing "cynicism" in students who took courses 
or who had special experiences in family medicine and 
community medicine. However, he found that students who 
elected such programs were from the outset less authoritarian 
(as measured by Adorno’s F-scale),less "cynical," and less 
dogmatic. Canning found no relation between the fluctuations 
in "cynicism" and "humanitarianism" and suggests these may 
not be related as directly as had been thought. Nor did he 
find any relation between anxiety and "cynicism." Instead 
■ 
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he suggests that Adorno’s measure of authoritarianism is 
more useful than Eron’s method in elucidating "oersistent 
personality [traits].” 
Christie and Merton (1958 ) found higher ’’Machiavellian¬ 
ism" among medical students than among college students, busi 
ness executives, and lobbyists -- although social psychology 
graduate students in one of Christie’s seminars v/ere higher 
still than medical students. They interpret these findings 
cautiously because "functional differences [may exist] in the 
meaning of statements for those who have very different roles 
in the social system," but add that "medical students are 
[probably] no less cynical and manipulative than the others," 
Christie and Merton also show that fourth vear medical 
students attribute less importance to the "values of Compre¬ 
hensive Care" — e.g., concern with social and emotional 
problems of patients — than third year students , although 
they find a complicated relationship between the students’ 
own attitudes, the students’ assessment of the importance of 
such psychosocial issues to faculty members, and the measured 
importance of these values to faculty members at different 
levels of seniority and in different specialties. 
Gordon and Mensh (1962) using the SIV (Survey of Inter¬ 
personal Values) found that "Benevolence" -- which they claim 
bears a relation to "cynicism-humanitarianism" a la Eron 
decreases during medical training and continues to decrease 
into residency, although the largest mean difference was be¬ 
tween the first and second years of medical school. They con 
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elude that comoared to a variety of other groups "The beginning 
medical student is, indeed, rather idealistic in his desire 
to help his fellows, [but] as graduation nears, he is probably 
no less benevolent than the average adult male" (ibid). 
Parker (1958, 1960) studied medical students using the 
F-scale as well as other measures. He found that students 
with an "authoritarian personality structure" were more likely 
than "non-authoritarians" to have a low opinion of psychiatry 
and were less likely to have "a person-orientation" to 
patients. In his 1960 paper, he describes greater "hostility" 
toward patients among the high-authoritarian group, especially 
toward patients of lower socio-economic status. Non-authori¬ 
tarian students were more likely to feel that they had con¬ 
tributed to the care of their patients during clinical train¬ 
ing on the wards. The non-authoritarians perceived this 
contribution to lie more in the "interpersonal" than in the 
"technical" dimension -- i.e., the domain of diagnosis and 
treatment. Parker argues that it is important to encourage 
authoritarian students to appreciate psychosocial factors. 
He suggests early "behavioral science" courses to imoress 
the authoritarian student with the "^practicality" of psveho- 
social knowledge. In his 1960 paper, he suggests further 
that an effort be made by senior staff to encourage students 
in their work in the interpersonal dimension. 
It is striking that medical educators rarely propose 
remedies other than new courses, tinkerings with the curricu¬ 




alleviate the purported failure of medical education to 
help students understand or deal skillfully with the psycho¬ 
social and socioeconomic aspects of their patients’ lives. 
In a provocative essay, Mechanic (1971) suggests that 
fundamental and systematic aspects of the hospital, and the 
medical care delivery structure make it extraordinarily 
difficult for the physician or health worker to pay heed to 
these social dimensions of patients’ lives, . He advocates 
a radical restructuring of health systems. While it is not 
possible to deal here with Mechanic’s proposals in detail, 
this author is in general agreement with his critique, if 
not with all the solutions he proposes. 
To be sure, some personality types may have greater 
difficulty in attending to the complexities of the social 
and emotional lives of patients.* 
In all probability, the development of "detached con¬ 
cern" (Lief and Fox, 1963), and "affective neutrality" 
(Parsons, 1951) is essential for the physician to function 
in our society although these can hypertrophy to "pathologi¬ 
cal" extremes (Lief and Fox, 1963) or to "cynicism," 
Nonetheless, if we seriously desire that physicians 
attend to more than the technical aspects of their patients’ 
care, we cannot ignore fundamental endemic impediments to 
this goal existing throughout the medical care delivery 
system. Tinkering with purported imbalances in medical school 
*But note that, as Parsons has pointed out, a physician may re¬ 
ject or be ignorant of the theories of dynamic psychiatrists and 
still behave sensitively and skillfully towards patients in 
accordance with them (1951). 
' 
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curricula or lessening the "stress” placed on medical 
students — stress on the sleep-deprived house officer is 
rarely commented uoon — are no solutions. 
Livingston and Zimet C1965) attempted to relate 
authoritarianism to anxiety concerning death and to specialty 
choice among medical students. Future psychiatrists were 
found to be significantly less authoritarian — as measured 
by Adonrno’s F-scale -- than future internists, pediatricians 
and surgeons. Future surgeons had the lowest "death 
anxiety" as measured bv a special scale. Future oediatri- 
cians scored highest in this attitude, although future 
psychiatrists ran a close second. These authors also found 
that most students who did not rank psychiatrv or surgery 
first rated these choices very low when asked to rank other 
specialty choices, rrom this data, Livingston and Zimet 
speculate that future surgeons and future osvchiatrists may 
constitute unique subgroups among medical students. The high- 
authoritarian student is said to be attracted to the formalized 
hierarchy of surgery; he may be better able to defend against 
his "unconscious and thus have less death anxiety," The low- 
authoritarian would tend to be more easily intruded uoon bv 
his impulses and anxieties about death and thus would choose 
a profession like psvchiatrv where the nresence of death is 
less likely to be found. In osvchiatrv, such a low-authori¬ 
tarian’s sensitivity and interpersonal flexibility would be 
at a premium. Livingston and Zimet, found "death anxiety" 
to be highest among iunior and senior medical students and 

highest of all among juniors confronting their first clinical 
work. They suggest that this last finding contradicts the 
contention of Lief and Fox (196 3) that ’’detached concern” is 
a longitudinal, orderly development throughout medical school. 
The detailed discussion above illustrates the kinds of 
difficulties encountered in attempting to compare and corre¬ 
late attitude studies without an adequate corpus of descrip¬ 
tive work on medical students in social systems. If high 
’’anxiety” correlates with ’’high cynicism,” then one expects 
high ’’death anxiety,” low authoritarian, psvchiatrically- 
directed students to rank highest in ’’cvnicism,” Yet, uoon 
graduation from medical school, future psychiatrists and 
others of the ”hiph-interaction” specialty group do not 
differ appreciably in ’’cynicism" from future surgeons and 
other future ”low-interaction” specialists. If, in fact, 
high "cynicism” is the mark of poor interpersonal relations 
with patients, as is implied but never demonstrated, then 
low-authoritarian future psychiatrists should be most notable 
in this respect. Parker (1958, 1960), however, demonstrates 
that low-authoritarian students are in fact more likely to 
be successful in the interpersonal aspects of medical care. 
To resolve these dilemmas, more rigorous future studies are 
desirable. 
An interesting group of studies on 514 medical students 
at five schools focus on attitudes to death and dving, as 
measured bv the Cancer Attitudinal Survey (CAS) developed by 
Haley, et al (1968), CAS-Part I relates to student attitudes 
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concerning the ability of patients to handle knowledge of 
their condition. CAS-TI relates to attitudes concerning the 
vigor of early diagnosis and treatment of cancer. CAS-III 
concerns attitudes to death, personal immortality and 
preparation for and acceptance of death (Juan, et aJL, 1969 ; 
Juan and Haley, 1970). Using Rokeach’s Dogmatism scale, these au¬ 
thors conclude that high dogmatics are significantly less 
likely to believe in the sufficiency of patients’ resources 
to cope with death. Conversely, high dogmatics rate 
significantly higher in belief in personal immortality and 
preparation for death (ibid), On the Survey of Interpersonal 
Values (SIV) and Allport-Vernon-Lindzev Studv of Values 
(AVL), high dogmatics ’’favored conformity, recognition, and 
religious values, while those scoring low on dogmatism favored 
independence, aesthetic, and social values” (Juan, et al, 
1973; see also, Juan and Haley, 1970). In the 1973 study, 
these authors found that dogmatism declined over the four 
years of medical school. Concerning attitudes toward death 
as measured by CAS-I, they found that over the four years of 
medical school, students were likely to increase in their 
estimation of patients’ abilities to cope with knowledge of 
their illness. Students progressively showed lower scores 
on CAS-II indicating ’’less favorable attitudes towards 
early diagnosis and treatment of cancer,” The CAS-III showed 
no change (Juan, et al_, 19 73 ). rinding a consistent high 
rating on the SIV level of Benevolence throughout medical 
school, the authors dispute the significance attached to the 
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development of "cynicism," which they.declare Mhas often been 
attributed an importance far beyond its meaning" (ibid). 
Juan’s results concerning the CAS-I may relate to that 
of Kimball and buncombe at Yale (unpublished), who found 
that senior medical students most strongly favored "the 
principle of significant patient choice in the selection of 
treatment," 
I have found only one study which attempted to correlate 
attitudes and values as measured by personality instruments' 
with actual behavior, Rezler (1971) used a "Likert" scale 
to measure attitudes of medical students to psychosocial and 
socioeconomic aspects of patient care as well as to importance 
of explaining to patients the nature of their illness, prog¬ 
nosis and treatment.* Prior to giving them the Likert attitude 
scale, she administered a series of vignettes to the students. 
Each vignette described a patient with significant psycho¬ 
social or socioeconomic concommitants of disease. For example, 
one case depicted a mailman with atherosclerotic vascular 
insufficiency of the lower extremities who had had several 
successful operations, but had concerns about the support of 
his family and invalidism. Students were asked to describe 
in a paragraph what they would do for the patient. In the 
vignettes, a third of the students "intervene in the specific 
manner that is most appropriate to the patients they try to 
help," Twenty-five percent reassure the patient, and twenty- 
five percent discuss familv and home situations. About thirty- 
*The Likert scale asks the respondent to indicate agreement or 
disagreement, usuallv on a fourtooint basis, viz, "strongly 
disagree, disagree, agree, etc." 
* 
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five percent of students only attend to organic complaints 
in patients with ’’work or living circumstances that inter¬ 
fere with rehabilitation." Consultation with families, 
referral to psychiatrists or social agencies, are mentioned 
relatively infrequently, although some students attempt to 
provide supportive therapy. Consultations with families and 
psychiatric referrals are more frequent when the patients are 
described as white collar workers, rather than blue-collar. 
Students ranked attention to the various non-organic 
aspects of the patients’ care much higher on the attitude 
scale than on the vignettes. Rezler concludes that 
It seems inadvisable to collect 
information about attitudes towards 
patients on Likert scales and infer 
that students are likelv to behave 
in accordance with stated beliefs.,. 
It was demonstrated that a sizable 
difference exists between what stu¬ 
dents nrofess to agree with and what 
thev actuallv do when confronted with 
simulated natients Cibid). 
Arguably students are less likely to refer patients 
to social agencies or discuss aspects of illness relating to 
work where they have little experience or knowledge concern¬ 
ing these areas. If a student is ignorant concerning the 
effect of an illness on a patient’s work, he might be loath 
to discuss it. Furthermore, mastery of the skill of referral 
to colleagues or social agencies represents part of the 
"street-smarts" of the physician. Medical students are less 
likelv to have had experience in such areas. Nonetheless, 
Rezler’s work comoels us to regard attitude surveys cautiously. 
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It is hoped that she continues her studies not only with 
students, but with house-staff, practicing physicians, and 
faculty as well. 
The impact of medical education on the more permanent 
values and attitudes of medical students is a complex one. 
Medical students are a heterogenous group. They vary in 
personal histories, in dogmatism, in authoritarianism. Thev 
are "members’' of multiple groups according to sex, religion, 
social class, ethnic background, educational history, etc. 
Their lives are potentially shaped not only by medical 
school but by historical forces, by political trends, by 
world events. Their future careers as physicians will be 
influenced by their specialty choices, by their style of 
parctice, and by their colleagueal affiliations. As 
physicians, thev will have varying "constituencies" of clients 
and allegiances to professional subgroups. They will have 
to accommodate to those and also increasingly to the 
demands of government and other non-professional over-seers. 
It has also already been noted that medical schools can dif¬ 
fer from each other in many respects. Sanazaro (1953) identi¬ 
fies facultv-student ratio, student perception of school as 
an environment for learning, and total expenditures as factors 
which show statistical correlation with different kinds of 
graduates. He finds, however, that student attitudes and 
values prior to entrance also correlate significantly. Nor 
does he find any method available that can satisfactorily 
measure the effect of teaching and curriculum. To describe 
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the medical school, Sanazaro uses the metaphor of the 
’’Blackbox:" "a mechanism or series of mechanisms which 
changes an input into a different form of output by an 
unknown process" (1963). We have seen however, that even 
the nature of the "different form of output" is controver¬ 
sial. 
Several studies have attempted to understand student 
attitudes by relating them to those of faculty members in 
their institutions. Caplowitz (1961) maintained that 
there was little effect of faculty on the transformation 
or development of student values. He asserts that "although 
students assimilate standards of technical competence, they 
do not accent certain other medical values of the faculty 
even when they are about to graduate from medical school." 
Students do, however, learn the institution’s "standards of 
technical competence and become progressively more adept at 
applying them." Thus, students become more likely to pick 
out, admire, and ally themselves with the "men of lower 
rank, the ’promotable’ facultv members," rather than with 
the established doyens of the institution, Caplowitz found 
"no relationship...between the values of facultv members and 
those of the students they designate as promising, physicians." 
Concluding that "students are aware of the medical values of 
their teachers even when they do not accept them," Caplowitz 
speculates that their awareness of these values may predispose 
students to adopt their teachers’ values after medical school. 
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Coker, et al (1961a) describe findings which to some 
extent corroborate those of Caplowitz, He colled faculty 
and medical students on a number of issues relating to the 
practice of medicine. He asked students to indicate those 
faculty members who "had had the greatest influence on 
their own views regarding medicine," He found that the 
"influential" faculty group differed from their "noninflu- 
ential" colleagues as to such prestige factors as seniority 
and specialty, but that there was no marked difference be¬ 
tween the groups "with respect to medical-professional 
values," Coker found that students who indicated that a 
particular faculty member had been influential for them had 
little likelihood of actually sharing that faculty member’s 
attitudes; further, that there were no important differences 
between students who chose faculty members of differing 
views; and finally, that the students who named faculty as 
influential did not differ from those students who declare 
themselves unable to make a choice. While Coker found that 
"faculty attitudes do not appear to rub off on students to 
any marked degree," he did discern some influence on some 
students’ choices of specialty. Nonetheless, the character 
of an institution itself can have striking effects on stu¬ 
dents aoart from the attitudes of faculty members (Becker, 
et al, 1958a, 1958b, 1961, 1964). 
Christie and Merton (1958) show discrepancies between 
student and faculty views on psycho-social aspects of medical 
care,* Pollack and Michael (1965) suggest from rather tenta- 
“Faculty members placed greater importance on these aspects 




tive data that "doctors tended to be considerably less patient- 
oriented and less emotionally related to their patients than 
were the average student doctors" (ibid) ; students in their 
study did, however, shift in the last two years of training 
from an earlier position more similar to that of patients 
to the "average poistion held by doctors" on the fairness of 
fees. Kimball and Duncombe noted a similar shift in attitude 
towards fees among students (unpublished), Davis (1968) 
found that medical students rated "detached concern" in 
dealing with patients much more highly than faculty members; 
the latter rated a "sympathetic" attitude higher. This 
finding leads Davis to wonder whether "detached concern" is 
as important for physicians in practice as has been claimed 
(Parsons, 1951; Lief and Fox, 1963). Medical students did 
rate attention to the socio-emotional aspects of oatient care 
more highly than their mentors, but from observations of 
actual patient-student and patient-faculty interactions, 
Davis concludes that both faculty and, to a lesser degree 
students are prone to disruptions in communication and to 
"malintegrative" behavior with patients. "Consonant with 
[the faculty-members’] attitudes regarding what makes a good 
physician (,,.skill in diagnosis and therapv but not necessarily 
concern with doctor-patient interaction), their behavior is 
characterized by poor raoport" (Davis, 1968). 
How can we reconcile these findings with those of Christie 
and Merton who found the faculty of twenty-five years ago more 




Funkenstein (1971), in a provocative paper, sheds some 
light on this question. He divides medical education into 
four "eras:" 1910-1940, the "General Practitioner Era;" 1940- 
1959, the "Specialized Practitioner Era;" 1959-1968, the 
"Scientific Era;" 1968 to the present, the "Community Era." 
He ascribes a variety of characteristics to each era in terns 
of curriculum, faculty interest, student-characteristics, 
students’ familv background, postgraduation education, views 
of social responsibility, etc. He gathered extensive data 
on students at the Harvard Medical School in terms of interests, 
attitudes and academic performance, and employed interviews, 
psychometric tests, questionnaires, and studv of academic 
performance in college and medical school. From this data he 
concludes that "When students entered medical school with the 
characteristics of one era, and there was a change ... into 
another era, they changed to the characteristics of the new 
era" (ibid). In the transition from the "Scientific" to the 
"Communitv" era, the change has only been among students; the 
faculty for the most part continue to hold the attitudes of 
the "Scientific Era," Funkenstein finds the faculty and 
students in conflict over values, career plans, views of 
social responsibilitv, and the nature of the organization of 
medical care, and finds students increasingly rejecting 
faculty as role models. He describes a new breed of students 
who are self-consciously uninterested in adapting to the 
institution except to do what is necessary to get their degrees. 
. 
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In effect, Funkenstein posits a new kind of ’’student culture," 
He ascribes the "success" in socialization of students into 
the values of the "Scientific" era, and the failure of this 
socialization to continue, to "[The fact that] that at least 
one-half of students have a chamelon-like quality in that thev 
change with alterations of the environmental stimuli, such 
as incentives and rewards, peer group pressures, and the 
dominant mode of the times." He observes that "currently, 
the rewards and incentives for careers in science are de¬ 
creasing, The reinforcement of students by their peers, 
society, the government, and foundations has shifted away 
from science to working in the community."(ibid). 
Funkenstein’s analysis of a variety of complex, inter¬ 
relating social forces on student attitudes and behavior is 
not as carefully drawn as it might be. Nonetheless, he 
does pinpoint how a marked shift in what Becker calls the 
"lay culture" (1961) has had significant effect on at least 
one group of medical students at one type of school.* 
*In general, other studies which discuss "lav culture" influence 
on student attitudes have been more concerned with social class 
and demographic phenomena. These generally have been related 
to specialty choice. Other parameters looked at include in¬ 
tellectual and academic performance criteria, as well as come 
psychometric test data. Thus Schumacher (1961, 1964b) found 
that students favoring general practice tend to be from small 
towns, or rural areas, attend public undergraduate schools, 
are married, at entrance to medical school. They perform 
least well on scholastic aoptitude tests like MCATs, They 
place higher values on "practical knowledge," are less con¬ 
cerned with broad social problems and have a lesser need for 
leadership. Students choosing part-time academic careers are 
at the opposite extreme on all of the above variables. Stu¬ 
dents choosing full-time specialty practice fall in intermedi¬ 
ate positions. Similar findings have been reported by Coker 
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A series of studies by Levine and Bonito (1972) and 
Bonito and Levine (1973) offer some confirmation of Funken- 
stein’s work. They found a significant "generational 
effect" in students attitudes towards the role of students 
in the running of universities and medical schools. That 
is, the students’ views were, much more favorable than those 
of the faculty, even those in the area of specialization 
chosen bv the students. As to attitudes regarding the 
"domain" of the physician vis-a-vis other health workers, the 
authors describe a "generational effect" as well as a "self¬ 
selection" effect. That is, students during their clinical 
years were more likely to switch specialty choice to the one 
whose faculty’s views were closest to their own. The genera¬ 
tional effect is shown in that the students still differed 
significantly from these faculty. As to additudes towards 
the appropriate organization of medical care, the authors 
found an additional "socialization" effect. That is, stu¬ 
dents in the clinical vears differ from those in the ore- 
clinical years, "with increased homology to the faculty role 
incumbents" (ibid). I remain somewhat perplexed, however, 
about the sorting out of "socialization" effects from those 
et al (1960a), Weinstein and Gipple (1973). Other studies 
on the attitude profiles on those selecting different special¬ 
ties include: Menninger ( 1957a, 195 7b); Livingston and Zimet 
( 1965 ); Coker, et al ( 1966a, 1966b); Yufit (1969); Juan and 
Haley ( 19 70 ); Echols, et_ al ( 1973 ). ^n attempt at defining 
the relevant demographic and attitudinal characteristics 
of the medical student of the 1960s and 1970s is being under¬ 
taken by Rothman (see Rothman, 19 72 ; and Rothman, et. al 




A very small number of studies have looked at the same 
problem from the other end of the socialization process, 
investigating the changes that take place in the attitudes, 
values, and behavior of physicians after entering practice. 
Perhaps the best-known of these is that of Peterson, et al 
(1956) which examined the "problems of the Ceneral Practi¬ 
tioner” in rural and urban practice. Peterson’s criteria 
of performance was based mostlv on diagnostic skill as 
judged bv a research groun of internists. They found that 
"[There is no demonstrable] relationship between either 
academic performance or level of practice and the few 
facts obtainable about the doctors’ family and community 
backgrounds.” MCATs were of little predictive value. 
"Advancing age was associated with a lower quality of work." 
After the age of thirty-five, no relationship could be found 
between the quality of work and performance in medical 
school. Bloom (1965) interprets these results as follows: 
”It was as though the situation — or culture -- of the oract 
cing profession took over the major influence on the practi¬ 
tioner, functioning to equalize the total group and reduce 
their earl\' differences” (ibid). Peterson and his group noted 
however, that higher quality of work was associated with 
longer study of internal medicine, although "post-graduate 
education programs" had minimal effect. They recommended a 
more flexible set of medical school curricula and internship 
and residencv requirements to meet the individual learning 
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pace and style. 
Freidson (1970, 1971) discusses at length the way that 
different kinds of practice regulate standards of conduct; 
he asserts that practitioners establish networks of re¬ 
ferral and informal contact which serve functions of obser¬ 
vation and regulation. He postulates two theoretical 
extremes, the "client-dependent" practice and the "colleague 
dependent" one. The former has virtually no dependence on 
colleagueal referrals and must adapt to "pleasing the 
customer" in order to attract patients. The latter depends 
completely on referrals, must "honor the prejudices of 
colleagues, and so is likely to conform more to professional 
than to lay standards" (1970). Freidson also points out 
that group practices and other "bureaucratically" organized 
forms of medical care are more likely to be "colleague- 
dependent "(ibid). 
In summary, one must be exceedingly cautious in accept¬ 
ing sweeping statements about the relative effect of medical 
education on "values and attitudes" of medical students over 
the course of their lives, A crucial question is attitudes 
and values about what? Peterson e_t al (1956) find a levelling 
effect on nerformance, but this says little about "values 
and attitudes." Peterson did find that "with advancing years 
...interest in many and varied things outside the practice 
of medicine becomes more pronounced." Thus, the practitioner 
may become less intellectually stimulated by medicine, but 




things — become different. Even if the physicians' "values 
and attitudes" about medicine were different later in practice, 
no evidence is presented to justify Bloom's claim that "med¬ 
ical culture" is the crucial variable in this hypothetical 
change. 
Becker (1961), Funkenstein (1971), Levine and Bonito 
(1972), Bonito and Levine (1973), as well as Schumacher (1961, 
1964b), and others have been concerned with the effects of 
"lay culture" on the medical student at least at some times 
and in some schools. Additional work must be done to attain 
a more complex understanding of this phenomenon. In particu¬ 
lar, there is a need for more descriptive, hypothesis-generat¬ 
ing studies like those of Becker. Studies of physicians in 
practice will be crucial, although the oractical barriers 
to such work are immense, I suspect, however, that with the 
advent of increased government regulation of phvsicians, 
such studies will become more frequent. 
There are no published studies which examine the responses 
of medical students to ethical issues in medicine. Rosinski 
(1963) conducted a study concerned, among other things, with 
"the ethical attitudes" of medical students, including such 
"values" as "intellectual honesty," "respect for the dignity 
...of man" and so on. Although the list did include "under¬ 
standing of the fundamental rights of patients," the sorts of 
attitudes measured are the usual nious homilies that can be 
subscribed to by almost anyone. A few other studies only 
describe the various courses on medical ethics given at differ- 
. 
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ent schools and related issues; these studies adhere, however, 
to the current notion that "every medical case has an ethics 
component” (Veach and Caylin, 1972; see also Banks and 
Vastyan, 1973 ; Falk, et a_l, 1973 ; Fletcher, 1973), 
The work of Kimball and Buncombe (unpublished) on the 
values of Yale medical students is relevant to a discussion 
of medical student responses to ethical issues in medicine. 
They found that most students in all four classes in the 
medical school rated "personal ethics" as of "extreme imoortance" 
to them although formal ethical and religious training, were 
seen as less so. Most said they would feel "extremely guiltv" 
if thev caused the death of a patient. Students in all four 
classes were aware of social iniquities, although the greater 
the seniority of class, the "less strong the belief that a 
physician should become ’active’ in the social and political 
issues affecting the health of patients." Onlv the freshmen 
strongly endorsed the notion of using medicine to remedy 
"basic social ills" and to change society. All other classes 
vehementlv disagreed. As noted above, seniors most strongly 
endorsed the principle of "significant patient choice in the 
selection of treatment." 
Despite the accumulation of voluminous data on the medi¬ 
cal student, insufficient light has been shed on these funda¬ 
mental questions: 
Is the medical school a separate institu¬ 
tion, the setting mainly for its own dis¬ 
tinctive culture and experience? Or is 
the medical school the direct representa¬ 
tive of the medical profession, a sociali- 
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zing agencv with a major function in 
preparing the total physician in atti¬ 
tudes and values as well as in the 
/ skills and knowledge necessary for his 
professional role? (31oom, 1965) 
More descriptive and critical studies are needed, in¬ 
cluding sufficient work on medical practice and house officer 
training. Promised follow-up to the work of the Columbia 
(Merton) and Chicago (3ecker) groups has not appeared to the 
extent anticipated. 
In addition, we need to examine the effect of "lay 
cultural" processes on the medical student and practitioner. 
Implicit in the studv of ^unkenstein (1971) is the idea that 
medical students may be influenced in their development by 
social forces far beyond the confines of the medical school. 
These may already have had considerable effect on students’ 
attitudes towards medicine and its oractice prior to entrance 
to medical school and also may influence them during their 
training. 
Mv findings do not permit me to offer definitive con¬ 
clusions about these issues. Hopefully, this studv will help 




METHODOLOGY THE STUDY 
A questionnaire was distributed to all members of the 
first and fourth year classes of the Yale University School 
of Medicine on their arrival at registration in September, 
1974, In addition, twenty-one randomly selected students -- 
ten from the first year class and eleven from the fourth year 
class -- were administered an interview of approximately one 
hour in length concerning their answers to the questionnaire. 
Prior to answering the questionnaire, the students were asked 
to provide such data as sex, age, religion, college major, 
area of future medical specialization, etc, A section was 
included for those students who wished to sunply additional 
comments. The first year students were also given a glossary 
of certain medical terms appearing in the questionnaire. 
The questionnaire itself consists of six vignettes. 
Each vignette is accompanied by five answers which describe 
possible responses to that vignette. The respondents were 
asked to rank the answers from best to worst. This question¬ 
naire is modeled on that used by Friedenberg (1963) in his 
study of high school students. A studv of medical students 
using a somewhat similar design was conducted by Rezler (1971) 
and is described in the previous section. 
The vignettes cover a range of issues like malpractice, 
care of the terminally ill, appropriateness of rules govern¬ 
ing patient activity on a psychiatric ward, etc. Although 
none of the six sections of the study were conceived to be in 
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exact parallel with one another, the answers to them were 
desipned to elicit responses to a number of themes. Among 
these are willingness to go directly to patients with infor¬ 
mation about controversial aspects of their care; willing¬ 
ness to involve patients in their own treatment; preference 
for consultation with superiors in the medical hierarchy 
before or instead of these actions; willingness to ”go out¬ 
side of the system;” choices between activity and passivity 
in a given situation; etc. 
The six vignettes and the answers to each one are repro¬ 
duced below. The instructions for each section were exactly 
the same and were as follows: 
On the following page are a list of actions 
the student might take in these circumstances. 
While it is true he might undertake to per¬ 
form a combination of these or something 
entirely different, disregard this, ror the 
moment, think only in terms of each of these 
as separate and alternative actions. A blank 
sheet of paper is provided along with your 
answer sheet so that you may write in alter¬ 
natives of your own devising. Please read 
all the answers throurh thoughtfully. Then, 
having read them through: 
1) Select the one answer which you feel rep¬ 
resents the best action that could have been 
taken under the circumstances at that time. 
Mark this selection with a ”3” on your 
answer sheet in the appropriate space. (That 
is, if, for example, you think answer I-//1 is 
best, mark ”3” in the space next to #1 on 
your answer sheet). 
2) Select the one answer which you feel rep¬ 
resents the worst action and mark a "W” in 
a similar fashion' in the appropriate space 
on your answer sheet. 
3) Returning to the answers remaining, rank 
these from best to worst indicating the best 
remaining choice with a #”1,” the next-best 
1 
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remaining with a #"2," and the worst 
remaining with a #"3." On your answer 
sheet, mark your choices in the anoro- 
priate spaces. 
The directions result in a symmetrical forced-choice distri¬ 
bution of B-1-2-3-W. The distribution of answers formed 
the basis for the interviews and for the statistical analyses. 
The entire questionnaire including all materials distributed 
to the students is reproduced in the appendix. 
The Six Vignettes 
Vignette #1 
A medical student is taking a clerkship on a private 
medical service. The student becomes oarticularlv interested 
in the case of a young black man suffering from Boeck's 
Sarcoid, The symptoms of the patient's disease can be treated 
non-specifically with Steroid drugs. These drugs, however, 
often cause side-effects as well as dependency reactions in 
patients usin? them. 
Prior to falling ill, the patient was employed as a 
laborer. Mow, however, he is too ill to work. Also, by 
coincidence, the patient lost his medical insurance iust prior 
to becoming ill, although neither the patient nor his ohysicians 
were aware of this until midway through the patient's hospitali¬ 
zation , 
The University Service at the hospital runs a special 
clinic for oatients with this disease. New, often experimental, 
treatments are used in this clinic with a special emohasis on 
different drug therapies. The head of this service confers 
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with the patient’s private doctor and offers to take over 
the care of this patient without charge. The private physician, 
however, refuses to transfer the patient saying that he is 
’’interested in this disease too” and that he will make econom¬ 
ic concessions in caring for the patient. 
The student, concerned about what is best for the patient, 
discusses the situation with his Chief Resident and the head 
of the clinic. The Chief Resident tells the student that the 
patient would ’’probably be better off” in the University 
Service clinic. He feels, however, that the patient should 
be left in the care of the private physician since the latter 
is ’’quite comnetent” as well as ’’influential with the other 
private physicians.” Besides, he says, ’’the private doctors 
are very sensitive since the University physicians often 
make them feel inferior.” The head of the clinic adds that 
for this same reason, he doesn’t want to look like he is 
"meddling” in the treatment of the patient. He adds that it 
is "wrong to try to steal patients from other doctors." 
Answers: 
1. The student shouldn’t take any action. The relationship 
between a physician and his or her patient should not be 
interfered with. Besides, if the private physicians are 
antagonized, the care of the other patients on the ward will 
be made more difficult in the future. 
2. The student should sit down with the private ohvsician and 
discuss the situation. Perhans the student has information 
the physician doesn’t and vice versa. Certainly, colleagues 
■ 
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ought to be able to get together and work out a rational 
treatment plan that is best for a patient. 
3, The student should tell the patient everything that has 
transpired. Patients have the right to be fully informed 
about all aspects of their care. Whenever possible, patients 
should make decisions themselves about who treats them and 
what treatment will be used, 
4, The student should explain to the patient about the 
University Service clinic. However, he should recommend that 
the patient stay with the private physician. Even though the 
clinic is financially advantageous for the patient, he will 
probably wind uo as a guinea pig if he gets treated there. 
Also, unlike in the clinic, the patient can get really person¬ 
alized care from the private physician who knows him well. 
5, What the student should do is to help keen the patient's 
bill as small as possible. By really keeping up with the 
patient’s condition, the student can make sure that the 
patient is discharged from the hospital as soon as possible. 
Likewise, the student should remind the ward staff to consider 
carefully the cost of all laboratory studies and procedures 
before going ahead with them. 
* 
Vignette #2 
A 60 year old, white male is admitted to a medical ward 
at the local Veterans' Hospital for work-up of a heart murmur. 
On physical examination, the medical student discovers signs 
of other chronic diseases in addition to hearing the heart 
V 
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murmur. The patient, a long-time heavy smoker, describes 
getting short-of-breath after walking short distances and shows 
physical signs of emphysema and bronchitis. The patient also 
shows signs of moderately severe blockage of his carotid and 
femoral arteries bilaterally. He complains of oains in his 
calves on exertion -- most probably, thinks the student, due 
to impaired blood flow to the legs — and of episodes of 
dizziness, reversible one-sided weakness, and fainting — most 
probably, surmises the student, caused or influenced by lowered 
blood flow to the brain due to blockage of the carotid arter¬ 
ies , 
The consulting cardiologists undertake a Cardiac Cathe¬ 
terization in order to evaluate the nature of the patient’s 
heart disease and the advisability of surgery. They discover 
an abnormal aortic valve, anparentlv the cause of the murmur, 
although other measurements, e.g., of pressure and blood flow 
within the heart give results described by the cardiologists 
as "equivocal” in terms of the immediate need for surgical 
replacement of the diseased value. The patient’s coronary 
arteries are also visualized during this study and are des¬ 
cribed as being "unoccluded" and "generally within normal 
limits for a man of this age." This finding is considered 
quite surprising given the patient's other, peripheral, vas¬ 
cular disease. 
There is now considerable debate among the cardiologists, 
the cardiovascular surgeons, and the residents and interns 
about the advisability of surgery. It is argued that the 

49 
study has not definitively shown sufficient cardiac compro¬ 
mise to warrant surgery, especially in a man who is a poor 
surgical risk due to his pulmonary and vascular diseases. 
Alternatively, it is argued that the patient’s cardiac status 
can only decline and at a later time the patient will be an 
even worse risk for surgery. Finally, the cardiovascular 
surgeons and the cardiologists concur in a recommendation 
for surgery, although some of the residents and interns still 
express doubts. The patient agrees to undergo surgerv on 
an elective basis, although he is informed that there is 
"a chance” that he may not survive the operation. The patient 
is transferred to the surgical service. 
Some time later, after leaving her clerkship, the student 
discovers that the patient died during surgery. She learns 
that an autopsy disclosed the cause of death to have been 
’’ligation of the Anterior Descending branch of the Left 
Coronary Artery, causing massive infarction of cardiac 
tissue.” The report concludes that this probably occurred 
"while the replacement valve was being sutured in place with 
the patient on cardio-oulnonarv bypass, a time when the 
heart vessels are poorlv visualized due to the absence of blood 
in the heart.” The student learns that the family of the 
patient was only told that the patient "died on the table.” 
Answers: 
1. The student should report the circumstances of this case 
to the County Medical Society. All potential cases of malprac¬ 




2« The student should not do anything. All physicians will 
undoubtedly make a mistake someday which will result in harm 
befalling a patient. The student is no exception, 
3, The student should discuss the matter with the Chief of 
Surgery at the Veterans’ Hospital, This way the student can 
express her concern and perhaps provide input to help develop 
procedures so that such tragedies do not occur in the future. 
4, The student should write an anonymous letter to the pa¬ 
tient’s family suggesting that they obtain a copy of the 
pathologist’s autopsy report and then consider suing for mal¬ 
practice, This might help the family receive just compensa¬ 
tion for the wrongful death and also avoids jeopardizing the 
student's career. 
5, The student should send letters to the newspapers, patients' 
rights organizations, and veterans' organizations informing 
them of what has happened. It is onlv by arousing public 
opinion that effective reforms will ever be made in the way 
medicine is practiced in the United States. 
Vignette #3 
A medical student interested in pursuing a career in 
psychiatry is taking a clerkship on an in-patient psychiatric 
service, A young man in his early twenties diagnosed as a 
’’borderline schizophrenic” is voluntarily admitted to the 
ward. The staff feels that this patient "needs hospitaliza¬ 
tion very much," despite discussion in a staff meeting which 
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concluded with a decision that the patient was not legally 
"committable" under state law since he is not "dangerous to 
himself or others.” As part of the treatment plan, the 
patient has been restricted to the ward and can onlv leave 
in the company of a staff member. Somewhat later on, the 
patient was denied all telephone privileges since it was 
felt that he was "abusing” the use of the telephone by making 
very frequent long calls to his familv and friends. Now, 
the patient can only receive in-coming calls and his time on 
the phone is carefully monitored. 
The general consensus among the staff is that the patient 
has "improved” on this regimen. The patient, himself, agrees 
that he "feels better now" than on admission, but has expressed 
unhappiness with the attempts to regulate his conduct and, 
in accordance with hosDital procedures required bv state law, 
he has several times given notice that he wishes to leave the 
hospital. Each time this occurs, members of the staff have 
tried to convince the patient to say. The patient is told that 
he is "still in need of help” and that if he leaves the 
hospital now, he will "probably wind up in the state hospital.” 
On each occasion, the patient has withdrawn his request at 
the last minute. 
The student attends a lecture on "Legal Aspects of Mental 
Hospitalization.” The lecturer states that it is a violation 
of state law for a patient to be denied access to the tele¬ 
phone if the patient wishes to make an out-going call. Like¬ 
wise, the lecturer states that it is "illegal” for hospital 
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personnel to attempt to "cajole or harrass voluntary patients" 
to relinquish their intention to leave the hospital when 
notice has been given. 
The student discusses the situation with his resident who 
says that the student's job is "to learn psychiatry, not 
law." He adds that the student has done "great work and is 
getting an excellent recommendation" but that he'd "hate to 
see the student distracted by side-issues." 
The student approaches the Ward Chief who says that he 
appreciates the student's concern, but that "lawyers only 
understand lav;, not the treatment of mentally sick people." 
He adds that this patient is "testing" the staff to see if 
"limits and boundaries" can be set for his behavior. If the 
patient really wanted to leave, he could easily do so, notes 
the Chief, but the oroof that the patient recognizes the need 
for help is that he has staved on the ward. The Chief adds 
that "this kind of patient" must be carefully managed since 
they are at risk for becoming "completely psychotic" which 
greatlv worsens the prognosis for "helping the patient achieve 
normal functioning," 
Answers: 
1. The student should talk to the patient and try to be 
supportive. The student can thus help the patient work through 
his negative and positive feelings about his hospitalization. 




2. The student should inform the patient of the patient’s 
legal rights as the student understands them. The student 
should leave it up to the patient to seek legal remedies for 
his situation if he so desires. 
3. The student should contact the newspapers, the ACLU, and 
mental patients’ rights organizations. By taking these actions, 
the student will be helping many mental patients gain their 
civil rights. What’s important here is not so much the 
individual patient, but rather -the reform of system-wide 
abuses of people’s civil liberties. 
4. The student should take no action. It is not to the pa¬ 
tient’s nor the student’s benefit if the student antagonizes 
his superiors. When the student himself becomes a psychia¬ 
trist, he will be in a much better position to make real, 
meaningful changes in the mental health care system. 
5. The student should discuss the patient’s case with his 
friends who are students at the university law school. The 
patient is entitled to legal advice and the law students will 
know better than the medical student what is best in this 
complicated legal matter. 
Vignette #4 
A 55 year old white female from a prominent familv is 
admitted to a private surgical service with abdominal com¬ 
plaints, On history, the intern finds that the patient has 
suffered from insidious weight loss of 20 to 30 pounds over 
the last few months, accompanied by loss of appetite. The 

patient’s physical exam is generally within normal limits. 
Laboratory studies, however, show that the patient’s stools 
are "positive” for occult blood and that the patient has a 
lowered hemoglobin and hematocrit. X-ray studies of the bowel 
indicate a "poorly defined constricting lesion of the sig¬ 
moid colon." 
The patient is taken to surgery. On exploration, a 
tumor mass is found in the region of the bowel indicated on 
the X-ray. The abdominal cavity is studded with small metastese 
Pathological studies confirm that the tumor is of a malipnant 
type. Because the tumor has already spread, no attempt is 
made to remove it. A colostomy is performed and the patient 
is returned to the ward. The surgeon in charge of the case 
tells the patient and her husband that the "operation went 
well" and that because of "bowel problems" a colostomy was 
necessary. 
The patient's daughter, a physician herself, is informed, 
however, by the oatient's surgeon and internist of the true 
nature of the illness. The daughter is very upset, but in¬ 
sists that her mother not be told saying, "mother couldn’t 
stand the shock." The patient’s brother, also a physician, 
is soon after informed of the real nature of the patient’s 
condition. He, however, demands that the patient be told 
"the truth," although he insists this his sister’s physicians 
carry out this task. The physicians refuse to inform the 
patient. Instead, however, they talk to the patient’s hus¬ 




The husband, like the daughter, insists that the truth be 
kept from the patient. 
Meanwhile the patient, in talking to the intern, says, 
"I guess things are pretty serious. Of course, the doctors are 
doing all thev can," She adds, "Well, I’ve had a good life. 
I"m not afraid to die." 
Answers: 
1, The intern should discuss with the patient in full the 
true nature of her illness. Patients have the right to re¬ 
ceive all information pertaining to their condition, even in 
the face of family objections. 
2, The intern should discuss the matter with one of the 
hospital chaplains. These people have the greatest experience 
in counselling dying patients and their families. Perhaps 
it would be most approoriate for the chaplain to inform the 
patient that she has disseminated cancer, 
3, The intern should be supportive of the oatient and her 
family during a difficult time. The patient already seems to 
have a pretty clear idea of what’s going on. 3esides, as 
long as the patient doesn’t ask directly what’s wrong with 
her, she probably doesn’t want to know, 
4, The intern should sit down with the family members and 
explain that in his judgment, from what the patient has said, 
the patient already understands quite clearly that she is 
terminallv ill. He should advise them to reconsider seriously 
the option of fully informing the patient. He should agree, 
however, to abide by the family’s decision in the matter. It 
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would be improper for the intern to make this decision uni¬ 
lateral lv . 
5, The intern should take up the matter with the Chief of 
the Surgical Service, In this complicated situation, in¬ 
volving a orominent familv, the intern should rely on people 
with greater experience, otherwise his own career might be 
jeopardized. 
Vignette #5 
A medical student is taking a clerkship on a medical 
ward, A 23 year old black man, a known sufferer from Multiple 
Sclerosis and the father of two small children is admitted 
to the service for work-uo and treatment of complications of 
this disease, including refractory urinarv retention. The 
patient is treated with the usual therapies, including drugs, 
but with inexplicably poor results. Ultimately, a trial of 
an experimental cholinergic-tvpe drug gives success in 
managing the problem of urinary retention. This drug is ad¬ 
ministered intravenouslv and a special sample is sent daily from 
the lab. The patient has been fully informed about and has 
given his signed consent for the use of this experimental 
drug. 
One evening, the resident asks the medical student if the 
student wishes to prepare and administer the drug. The stu¬ 
dent agrees, having seen the residents and interns give the 
patient the drug on several occasions. The resident asks the 
student if he "knows what to do" and the student assents. The 
resident then gives the student the bottle with the drug and 
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leaves the ward, saying he "has other things to do." The 
student then administers about 50 ml, of the drug by IV 
push as he has seen the house staff do it this way in the 
past. Within moments, the patient undergoes a complete 
cardiopulmonary arrest. Furious resuscitation attempts are 
to no avail. The patient is pronounced dead within an 
hour of the administration of the drug. 
After an autopsv, the Chiefs of Medicine and of Pathology 
confer and conclude that the patient died because the drug, 
as sent by the lab, must be diluted bv a factor of 1:400 
which the student failed to do. The student thus administered 
an amount of drug several hundred times the therapeutic 
dose. The family is informed that the patient died of 
"sudden complications" and that "everything possible was 
done," 
The student is then transferred to another ward to com¬ 
plete his clerkship. He is also reprimanded by the Chief of 
Medicine for not informing himself about the use of the drug. 
The resident is not disciplined. The Chief tells the student 
that the "matter is now closed." After the clerkship is 
over, the student learns that he has received a poor recommenda¬ 
tion ^or his work during the clerkship. 
Answers: 
1. The student should get some psychiatric help and counselling. 
If he doesn’t work through his guilt feelings about this un¬ 




2. The student shouldn’t let these events deter him from 
pursuing his career. He should, in fact, work all the harder 
to prove his worth as a student. Anyway, in the future, he 
will probably save many lives and thus make up for his one 
error. 
3. The student should go to the hospital Ethics Committee 
and demand that a full hearing be undertaken concerning the 
recent tragedy. He should demand full disclosure to the 
patient’s family of what has occurred, otherwise, he will 
tell them himself. He should state his willingness to take 
responsibility for his part in the death, even if it means 
ruining his career, 
4. The student should try to see if he can get a better 
recommendation for the clerkship. The school has no right 
to judge him so severely for one mistake that was really the 
result of the resident’s failure to supervise the student 
properlv. Surelv the Chief of Medicine will understand how 
unfair it is for the student to be reprimanded while the 
resident gets away free, 
5. The student should write an anonymous letter to the pa¬ 
tient’s family suggesting that they obtain a copy of the 
pathologist’s report and consider suing for malpractice. The 
family clearly has a good strong case of malpractice here and 
deserves a dav in court. The student won’t get in much trouble 
if suit is brought anvway, since his superiors, not the student, 




A medical student is working on a surgical service. Her 
surgical precentor is requested by the neurology service to 
perform a skin and muscle biopsy on a patient susoected to 
be suffering from a myopathy. All previous diagnostic studies 
have failed to provide sufficient information for making a 
definitive diagnosis. The student and her preceptor go to 
the neurology floor and await the pathologist who is to collect 
the specimen. After about twenty minutes of waiting, the 
pathologist has still not arrived, and the surgeon, who has 
a very busy schedule, decides to begin the procedure anyway. 
The student cautions the nreceptor that perhaps they should 
wait. She suggests that, since the pathologist was called 
in — a rather unusual occurrence — perhaps special fixa¬ 
tives are to be used on the biopsy SDecimen. The surgeon, 
however, states that he can’t wait any longer and that he's 
sure that fixing the preparation in formalin as usual will be 
sufficient. 
Just as the surgeon is finishing the procedure, the 
pathologist arrives and is furious that the biopsy has been 
put into formalin. He wished to use a special fixative in 
order to make electron microgranhic studies of the biopsy 
tissue. He states that EM. studies give much better data in 
cases such as this. He declares that more usual preparations 
are "practically useless." 
A heated discussion ensues between the surgeon, the 
pathologist, and the neurology staff. It becomes apparent 
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that the biopsy will have to be done again. The student is 
curious to know whether the patient will be charged for the 
second biopsy. She is told, "Of course. The work is being 
done, isn't it?" The student is then sent to preoare the 
patient for the second procedure. 
Answers: 
1. The student should tell the patient that the procedure 
must be repeated because new studies have shown that specimens 
taken from tT7o different biopsy sites give much better infor¬ 
mation than those taken from only one. This will reassure 
the patient that his physicians are using onlv the most ad¬ 
vanced techniques to work on his case. 
2. Before leaving to see the patient the student should give 
the assembled ohysicians a piece of her mind. She should let 
them know that it's quite unfair for them to insist that the 
patient be charged a second time. It’s bad enough that the 
patient has to go through the biopsy all over again. She 
should tell them that they seem more interested in the biopsy 
than in the patient’s general well-being, 
3. The student should explain to the patient exactly what 
has happened. She should note that "even doctors make mis¬ 
takes." However, the student should point out that it is un¬ 
fair for the patient to be billed twice for the procedure. 
The student should counsel the patient to pay only for one 
biopsy and to pursue the matter in court if the hospital or 
the surgeon Dresses for additional payment. 
V. 
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4. The student should only tell the Datient that a second 
biopsy is required. If the patient asks why, the student 
should say something like "we need a better sDecimen." Later 
on, the student can intercede with the surgeon to make sure 
he only bills the patient once. This way, the patient isn’t 
unfairly charged and will also continue to have faith in his 
doctors, 
5, The student should merely tell the Datient that another 
biopsy is required and attempt to be soothing and supportive 
if he seems UDset, If the patient learns the truth, he will 
become mistrustful of his physicians and this will make treat¬ 
ment of his illness more difficult. 
Typology of the Answers to the Vignettes 
The answers to the six vignettes were deliberately con¬ 
structed to combine actions with statements of values and 
attitudes. Many of the latter are verbatim reproductions or 
paraphrases of utterances made by students, house staff, and 
physicians when considering situations such as these. The 
complexity of the answers was purposefully designed to be 
provocative and stimulating to the interviewees. 
For the purposes of statistical analysis, however, it 
is convenient to make groupings of the answers by type. Names 
for the answer-tvpe groups were deliberately selected to be 
descriptive in character, in the hopes of avoiding the problem 
of "reification" of labels discussed in the previous section. 




Those answers to the vignettes in which patients are 
approached directly by the protagonist are designated as 
Inform-Patient answers. 
One variation of this type of answer is amplified bv 
statements of principle concerning patients’ rights to full 
information. Answers 1-3 and IV-1 contain such statements. 
Answers III-2 and VI-3 do not. 
Another variation of the Inform-Patient answer involves 
providing the families of deceased patients with information 
regarding their deceased relatives’ medical treatment. In 
answer V-3, such information is provided indirectly by a 
special agency of the hospital social system. 
Answer 1-4 presents another variation of the Inform- 
Patient formulation. Unlike the others in this grouping, the 
protagonist here chooses to go beyond the straightforward 
presentation of information to the patient and urges upon him 
a certain course of action. 
In all subsequent discussions, Inform-Patient answers 
will be used to describe all the answers in this group except 
I- 4, unless 1-4 is specifically included. 
Anonymous-Letter Answers 
This grouping bears a relation to the ’’deceased relative” 
form of the Inform-Patient group. Plere, however, in answers 
II- 4 and V-5, the protagonist can choose to write an anonymous 
letter to the family of the patient. These answers are grouped 
separately since they each contain a iustification which is 
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couched in terms of the protagonist’s own self-interest, 
Consult-Superior Answers 
This group of answers illustrates the protagonist’s 
decisions to consult with a superior rather than make a direct 
approach to the patient or his family. Answers 1-2, II-3, IV-5 
and VI-4 are of this type. 
Answer V-4 is a special variant of this type in that the 
student-protagonist’s task here is a self-serving one. Answer 
IV-5 is related to this variant since it too is couched in 
the language of self-interest. These two answers might be 
seen as a kind of pair which share the self-interest dimen¬ 
sion of the Anonymous-Letter type. 
Answer VI-2 is unique among all the choices given stu¬ 
dents since it advocates the open expression of angry protest 
to superiors in the medical hierarchy. Mote, however, that the 
student’s anger here does not directly address resolution of 
the problem that stimulated the anger -- the cost and incon¬ 
venience to the patient. 
No-Action Answers 
In this group of responses, no intervention and the 
absence of action is recommended, with appropriate rationales. 
Answers 1-1, II-2 and III-4 are of this tvpe. Answer V-2 is 
a variant of this type in that the protagonist is advised to 
put aside the problem addressed in the vignette. 
Coing-Outside-the-Svstern Answers 
Answers II-5 and III-3 offer the ootion of "going outside 
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the system” by directly by-passing patients and superiors 
and seeking the aid of outside public or quasi-public groups. 
Answer II-l is a borderline case since the County Medical 
Society can be seen either as part of the usual medical dis¬ 
ciplinary hierarchy or as a separate agency whose involvement 
in a grievance proceeding would be relatively unusual. From 
the perspective of the County Medical Society as an inherent 
part of the professional hierarchy, this answer bears a rela¬ 
tion to the Consult-Superior answers. Despite this ambiguity, 
this answer will be grouped under this heading. I will, how¬ 
ever, return to this particular typological problem in a later 
section, 
Consult-Third-Partv Answers 
Here, the protagonist may consult with persons other than 
patients or immediate superiors. Answers 1-5, TII-5 , IV-2, 
IV-4 and V-l are of this type. Answer IV-4 is a special case 
in that the patient’s family is involved as the third party. 
Selection of this answer may more directly confront the 
question of informing the patient. nonetheless, this answer 
does not lead inevitably to this result, although the lines 
of communication may be kept open. 
Be-Supnortive Answers 
In these answers, the protagonist goes directly to the 
patient, not to inform but to be reassuring and comforting. 
Answers III-l, IV-3, VI-1 and VI-5 are of this tvoe. In VI-1, 
the protagonist is counselled to deliberately deceive tine 
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natient. It thus contrasts with VI-5 in which the protagonist 
is urged only to omit mention of the reason for the repeated 
bionsy. 
Working Hypotheses 
While this study was always intended to be hypothesis¬ 
generating and descriptive, I proceeded with the following 
working hypotheses in mind: 
1, That first year students would rank higher Inform-^atient 
answers significantly more frequently than fourth year 
students, 
2. That first year students would rank higher Hoing-Outside- 
of-System answers significantly more frequently than fourth 
year students, 
3, That fourth year students would rank higher Consult- 
Superior answers significantly more frequently than first 
year students. 
4. That fourth year students would rank higher No-Action 
answers significantly more frequently than first year 
students, 
5. That fourth year students would rank higher Be-Supportive 
answers significantly more frequently than first year 
students, 
6, That there would be no significant difference between the 




These hypotheses were developed through the compilation 
of verbal reports from and observations of medical students 
in clinical situations. 
Pre-Testing the Questionnaire 
Prior to its distribution, the questionnaire was pre¬ 
tested on a small sample to assess comprehensibility, time 
needed for completion, etc. This pre-test sample included 
individuals with as well as without medical knowledge. A few 
minor editorial changes resulted from the pre-test. Time 
for completion of the questionnaire ranged from twenty minutes 
to forty minutes among the pre-test sample. 
Interviews 
Ten first year and eleven fourth year students were 
selected for interview by taking every tenth name from alpha¬ 
betical class lists of students at the Yale University School 
of Medicine, A few students in each class either refused to 
be interviewed or could not be reached at the time the inter¬ 
views were conducted. In these cases, the name of the student 
above the initially selected one in the class list was chosen. 
In one case, this second student was also unavailable for 
interview. In this instance, the name below that of the first 
student selected was used. This method is similar to that 
used by Kimball and buncombe (unpublished) in their study of 
Yale medical students. All interviews were completed by the 
third week of the Fall Semester, 1974 at the Yale Medical School. 
I conducted each interview in the same manner. Students 
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were asked to complete the questionnaire just prior to the 
interview. All but one student complied with this instruction. 
Interviews ranged in length from approximately forty-five 
minutes to one hour and a half. In general, although the 
interviews used open-ended questioning technique, thev 
followed a similar format (Cannell and Kahn, 1968). Inter¬ 
viewees were asked to discuss their "thoughts, feelings, and 
reasoning" in ranking the answers as they did. They were also 
asked to discuss their responses to the separate components 
of the individual answers. I attemDted to keep interviews 
neutral in tone, but occasionally opposing arguments were 
raised to ooints of view expressed in order to clarify the 
nature and intensity of responses. 
The Interviews themselves were all tape-recorded and 
most were transcribed. All transcriptions were checked with 
the recordings for accuracv. 
The interview data was not scored or formally rated. 
Rather, the interviews were scrutinized for general themes 
and trends. These will be discussed after consideration of 




Fifty-three freshmen and fifty-two senior students re¬ 
turned completed questionnaires.* * 
These respondent groups represent approximately fifty 
percent of their classes.** A response of this magnitude is 
considered quite unusual. Studies and surveys distributed 
among Yale medical students in a similar manner in the past 
have rarely exceeded a twentv-percent return rate (Lederer, 
Binder, verbal communications, 1974). 
Analysis of Fata 
The entire sample of 105 questionnaire responses was 
analyzed by computer using the Data-Text language (Armour and 
Couch, 1972). Additional programs were devised in consulta¬ 
tion with Mr, Robert 3. Killingsworth of the Office of the 
Provost, Yale University. Statistical methods were selected 
following Blalock (1972). 
Demographic Data -- Characteristics of the Study Population 
The following descriptive variables were studied in the 
respondent population: age, sex, race, religion, political 
identification, college major, other advanced degrees, M.D.- 
*A fifty-third fourth year student submitted his answers too 
late to be included in the computation of the results. Several 
other seniors responded so incompletely as to make their 
answers unusable. 




Ph.D. status, area of future specialization, ape of choosing 
medicine as a career, father’s and mother’s occupations, 
family income, addition of written comments to the question¬ 
naire, number of years between college graduation and medical 
school entry, and what was done during the interval. 
Father’s occupation and family income were combined to 
create a four-level scale of social class. Parent’s occupa¬ 
tions were categorized according to the scale devised by 
Hollingshead and Redlich (1958), This consists of the 
following groups: 1) executives and proprietors of large 
concerns, and maior professional; 2) managers and proprietors 
of medium-sized businesses and lesser professionals; 3) ad¬ 
ministrative oersonnel of large concerns, owners of small 
independent businesses, and semi-professionals; 4) owners of 
little businesses, clerical and sales workers, and technicians 
5) skilled workers; 6) semi-skilled workers; and 7) unskilled 
workers (ibid), In addition to these seven categories, house¬ 
wives, physicians, farmers and the unemployed were grouped 
separately for some of the analyses. 
Chi Square tests were performed to assess possible 
significant differences between the classes on the descriptive 
variables. Where appropriate, t-tests were also performed 
(for example, in the analysis of family income), Similar 
analvses were conducted to seek out possible significant 
differences between the interviewed and non-interviewed groups 
within each class. 
It had been honed that data would be available to test 
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for significant differences between the respondent population 
and the total population of each class, at least on some of 
the descriptive variables. Unfortunately, due to the policy 
of the Yale University School of Medicine concerning confi¬ 
dentiality, it was impossible to acquire this information. 
Thus, such analyses were carried out only on the variables 
of sex and race, since data concerning the total population 
of each class could be obtained independently for these two 
variables. 
Results 
Significant differences between the respondent samples 
from the two classes were found on only two descriptive 
variables.* These were found on the following variables: area 
of future specialization and age of choosing medicine as a 
career. Differences between the classes on the former are 
obviously largely traceable to medical school attendance. 
Nonetheless, the findings concerning this variable are of 
interest, 
Area of ruture Specialization 
The findings for this variable are presented in Table I, 
About 91% of freshmen indicated that they were undecided about 
a future specialty. In comparison, only about 27% of seniors 
*A third descriotive variable which showed significant differ¬ 
ences between classes would have been remarkable onlv if none 
had been found; namely, ape. (Median age of freshmen: 22; 
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TABLE I. Area op future specialization. 
' X2 < .001 

were undecided. 3oth of these figures are quite high com¬ 
pared with previous studies (See for example, Donovan, et al, 
1972 for data concerning recent classes at the University of 
Rochester School of Medicine -- a medical school which re¬ 
sembles Yale more than many others studied. ror data from 
Tulane, see Lief [1971]). In part, these high figures are 
due to the criteria used for assigning students to the unde¬ 
cided group. Those students who indicated any uncertainty 
at all — e.g., "probably surgery" -- were so assigned. Also 
classified as undecided were those who answered the question: 
"Have you decided yet on an area in medicine in which vou will 
concentrate when you have finished vour training? If so, 
what?" with a simple "Mo." In general, the undecided fresh¬ 
men answered with the simple negative while the undecided 
seniors usually elaborated on their negative responses. 
For the most part, the distribution of specialty choices 
indicated by the respondent seniors was not untypical of 
previous classes as judged by comparison with house-officer 
assignments listed in the Bulletin of the Yale University 
School of Medicine (1972, 1973, 1974). Compared with previous 
classes, future surgeons were slightly under represented in 
the respondent sample. On the other hand, several seniors 
in the undecided group indicated that they were leaning 
towards specializing in surgery. Also, it has been observed 
that there has been a recent steady decline in the percentage 
of Yale seniors electing to specialize in surgery (Keohane, 
1975, verbal report). 

73 
Age of Choosing Medicine as a Career • 
There was a significant difference between the classes 
in the distribution of stated ape at which medicine was decided 
upon as a career as measured by Chi Square. The median age 
of choice, however, fell between 18 and 20 in both classes. 
The latter datum corresponds closely with that found by 
Rogoff (in Merton, et al, 1957), especially concerning the 
age at which a definite decision was made to pursue medicine 
as a career. 
The fourth year students showed a higher percentage at 
each extreme of the distribution of this variable -- that is, 
choosing medicine before age 12 and after age 20 -- although 
the highest Percentage in both classes was found in the 18- 
20 year old grouping. Rogoff also found in her sample that 
the highest percentage of students chose medicine as a career 
between the ages of 18 and 20. The Chi Square data are 
summarized in Table IT. 
Rogoff presented data to show that "youthful deciders" 
-- those who have chosen medicine as a profession at younger 
ages -- may have formed a different image of the profession, 
namely one where "helping sick people" is perceived as more 
important than the "intellectual challenge of medicine." Un¬ 
fortunately, the evidence she offers for this claim is not 
very compelling. She bases her contention on the finding that 
a far higher proportion of "youthful deciders" indicated -- just 
prior to beginning medical school -- that thev would "get more 
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simple medical problem for a [greatly•appreciative] patient 
[than from] solving a very complicated problem for a patient 
who expresses no appreciation whatsoever” (ibid). 
Consideration of several factors may help explain these 
differences in the distribution of age of career choice be¬ 
tween the classes. During the late 1960s college students 
have increasingly changed career plans during, the university 
years, especially towards medicine and law Crunkenstein, 
1971). This trend may have been especially prominent among 
college students graduating in 1974 (New York Times, Hay 16, 
1974), Further, due to complex socio-economic factors, many 
students with advanced scientific training began seeking 
admission to medical schools in the late 1960s and early 
1970s, although admission to graduate schools of science 
declined during the same period (runkenstein, New York Times, 
on. cit.). It may be that, by 1974, the population of stu¬ 
dents with advanced training in science who made a relatively 
later decision to enter medical school has declined. For 
example, in the first year class, 14 students indicated that 
they had taken time off between college graduation and entrance 
to medical school, but only five of these had decided on a 
medical career after the age of twenty. Sixteen seniors had 
taken time off, but only three of these had not decided on a 
medical career after age 20, 
Other Descriptive Variables 
None of the other descriptive variables showed signifi¬ 
cant differences between the two classes. In addition, the 
V. 
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percentages of women and non-white students from each class 
in the respondent sample did not differ significantly from 
their percentages in the total populations of the classes 
under study. 
Nevertheless, the data concerning several of the descrip¬ 
tive variables is particularly noteworthy, I will now turn 
to a discussion of these variables. 
Religion 
About 56% of seniors and about 48% of freshmen character¬ 
ized themselves as atheist, agnostic, or without current re¬ 
ligious affiliation. Several members of each class specifically 
described themselves as former members of a religious group 
(e.g, "former Jew"). Smaller numbers of first vear students 
described themselves as atheist or agnostic. More first vear 
students, however, indicated that they were without religious 
affiliation (i.e, "none"), or were "former" members of religious 
grouos. Kimball and buncombe (unpublished), in their study 
of Yale medical students, describe data not inconsistent with 
these findings. Their data indicate that formal or institu¬ 
tional religion plavs little conscious part in the present 
lives of large numbers of Yale medical students. Virtually 
no difference was found in the percentages of students in each 
class who identified themselves as Roman Catholic, Protestant, 
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Close to 60% of students in each class designated them¬ 
selves as "Liberal” politically. Only one individual -- a 
senior who is the oldest respondent in the study -- rated him¬ 
self as a "Conservative," A somewhat hipher percentage of 
first year students rate themselves as "Moderates." Three 
individuals in each class label themselves as "Radical." The 
remaining students pave idiosyncratic classifications, most 
on the leftward end of the political spectrum (For example, 
"radical-liberal, "maverick," "self-stvled humanistic demo¬ 
cratic socialist," etc.), Kimball and buncombe found similar 
data in their study, althouph they report that labels of 
political affiliation corresponded poorly with more complex 
attitudes. 
Thus, the "middle-of-the-road" Yale medical student of 
the early and mid-1970s sees himself as politically "left-of- 
center," It remains to be seen whether a similar trend exists 
at other medical schools which differ in institutional cli¬ 
mate, geopraphv, etc. These data are summarized in Table IV. 
Social Class Fata 
Median family income was in the twentv to thirtv thousand 
dollar ner year ranpe in both classes. Hipher percentages 
of seniors’ families had incomes of less than ten thousand 
dollars per annum. Hipher percentages of freshmen families 
had incomes higher than forty thousand dollars per annum. 
Family income data is summarized in Table V, 
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Fathers’ occupations clustered strongly at Hollings- 
head and Redlich levels 1 and 2, although the first year 
sample contained more children of physicians. Over 50% of 
the respondents’ mothers were employed, although this finding 
is not untypical for the United States as a whole (Weaver, 
1975), Most employed mothers were described as having 
occupations on levels 2, 3 or 4. 
As might be expected, most students in the sample fell 
in the middle and upper class ranges on the index of social 
class. 
Descriptive Variables of the Interview Sample 
There were no significant differences between the 
interviewed and non-i.nterviewed groups among fourth year 
respondents, 
First year interviewees differed significantly from 
other first-year respondents only with respect to religion. 
The freshman interview group contained a disproportionate 
number of Roman Catholics and no Protestants. These data are 
summarized in Table VI. 
Analysis of pesoonse to the Vignettes 
In this section, I will discuss the statistical results 
arising from the respondents’ ranking of their answers to the 
six vignettes. 
Methods 
Data arising from the ranking of answers to the vignettes 
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TABLE VI, Comparison of interview and non-interview groups 
~~bf' freshmen students. -- Religion 
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First, the data was tabulated so that the total resnonse 
pattern of the classes could be examined. This data is found 
in Table VII. 
Next, Chi Square analysis was used to assess the nossible 
significance of differing response patterns to each answer 
between the classes. The initial Drocedure here was to per¬ 
form what was termed a "five-wav analysis." This meant simply 
that answer distributions were compared using the data in its 
raw form, i.e., as percentage 3-1-2-3-W. 
After conducting the Interviews and reading the written 
comments of respondents, it became clear that the middle 
rankings •— 1-2-3 -- were far more likely to be answers of 
exclusion. The "3" and "W" rankings represented considerably 
more definite choices. Thus, to minimize the effect of varia¬ 
tion among the 1-2-3 rankings, each answer was further analyzed 
by grouping the middle terms together into a single "M" group. 
Chi Square was then performed on the ranking 3-M-W ("'Three- 
way analysis"), rinallv, to exclude completely the effect 
of differences in the "M" grouping, a "two-way" Chi Square 
analysis was then performed on the "3" and "'.7" groups alone. 
In addition, mean rankings of each answer between the 
classes were tabulated and compared by t-test in both the 
3-1-2-3-W and 3-M-W form (five and three-way analyses). Means 
were ordered by ranking them as 3-1-2-3-W for the answers to 
each question. Thus, a response "profile" was created for 
each class on every question. 
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sections of the study in the following way. First, a ranking 
of 3-l-2-3-T7 was created for the answers to each Question by 
ordering the means of the answers for the whole sample of 105. 
Then each student was given a score based on the simple (Pear- 
sonian product-moment) correlation coefficient of his answer 
as compared to the "mean-ranked'' pattern. (Thus, a perfect 
match would have a coefficient - 1,005 a perfect negative 
correlation would be scored = —1.00), These scores were 
summed for each class on all six sections of the study. T- 
tests and analysis of variance were then performed on these 
results. T will take the liberty of describing the "mean- 
ranked score" as "modal score" throughout this report. This 
terminology will avoid contusion with the references to 
"mean rankings" of an answer, although obviously the "mean- 
ranked (modal) score" bears a rela.tion to "mean rankings."* 
Results 
Significant differences were found between the rankings 
of answers by class on five of the six vignettes. On three 
out of the six, significant differences were found in the 
ranking of Inform-Patient answers. Significant differences 
were not shown consistently on any ether answer typej however, 
“The label "modal score" is not wholly incorrect. Analysis 
of modal patterns of answers shows that they are virtually 
identical with the mean rankings, although occasionally ties 
must be broken by more qualitative methods. 
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in the interest of clarity, I will discuss the results vig¬ 
nette by vignette, beginning with number IV, 
Vignette #IV 
In both classes, answer IV-4 - a Consult-Third-Party 
answer was selected as best (B) by about 601 of respondents, 
only 2% in either class ranking it worst ('/) . On this answer 
then, no significant difference was found. 
On the Inform-Patient answer (IV-1), however, a dramatic 
difference was found, although not in the anticipated direc¬ 
tion. Twenty-nine percent of seniors rated this answer best 
(3) compared with only 4% of freshmen; 55% of the latter 
rated this answer worst (W) compared with 23% of the seniors. 
This finding was significant at less than the .001 level on 
five, three and two-way Chi Square tests. Difference in mean 
ranking of this answer was also highly significant. On five 
and three-wav t-test, significance was less than .001, 
The Be-Supoortive answer (IV-3) was ranked best by 19% 
of the freshmen and 2% of seniors. Six percent of freshmen 
and 14% of seniors considered this answer to be worst. Sig¬ 
nificance was at the .04, .01 and .005 level on the five, 
three and two-way Chi Square, On five and three-wav t-test, 
difference in mean ranking was at the .04 and ,005 level, 
respectively. 
Ordered mean rankings for the two classes were '7-2-1-B-3 
for the freshmen and 1-3-2-B-W for the seniors. These patterns 




Comparison of first and fourth year modal scores re¬ 
vealed a significant difference at the .04 level on 
t-test* for this question. 
Mo other significant differences were found between the 
two classes on Vignette IV. 
Vignette flV 
On this vignette, only the Inform-Patient variant (V-3) 
showed a significant difference on Chi Square, Fiftv-five 
percent of seniors and 33% of freshmen rated this answer 
best; 4% and 12% rated it worst, respectivelv. Significance 
on the three and two-way Chi Square was at the ,05 level. 
(Five-way Chi Square showed no significant difference). 
Difference in mean ranking was significant at the .02 
level on five and three-way t-test for this answer. 
Ordered mean rankings reflect this difference; thev were 
1-3-2-3-W for freshmen and 1-2-3-3-'7 for seniors. 
Comparison of modal scores showed significant differ¬ 
ences at the .04 level on t-test. 
No other significant differences were found between 
the classes on Vignette V. 
Vignette #VI 
This vignette also showed a significant difference on the 
*In comoaring only two groups the F-test (analysis of vari¬ 
ance) reduces to the t-test. Thus, the r-test and t-test 





Inform-Patient answer (VI-3); again fourth year students 
reparded this answer more favorablv. Forty-six percent of 
seniors and 21% of freshmen ranked this answer best: 12% 
and 23% respectively ranked it worst. All three Chi Square 
analyses showed significance at the .02 level, Fean ranking 
difference was significant at the ,02 and ,007 level on five 
and three-way t-test. 
The Consult-Suoerior answer (VI-4) also showed signifi¬ 
cant differences on five and three-way Chi Square. (Two- 
way analysis was impossible since no student in either class 
ranked this answer worst Cl). The trend was in the opDosite 
direction, however, with 53% of first year students and 25% 
of fourth year students ranking this answer best (B), Chi 
Square was significant at the .02 and .004 levels on five 
and three-wav analyses, respectively. Fean ranking showed 
significant difference at the .002 and .004 levels on five 
and three-way t-tests respective ly. 
Ordered mean rankings were V-1-2-3-3 for first year 
students and W-2-3-1-3 for fourth year students, T-test 
on the modal score data was significant at the ,02 level 
on this vignette, 
No other significant differences were found between the 
classes on this vignette,* 
•"Answer VI-5, a Be-Sunoortive variant, showed a significant 
difference onlv on the three-way Chi Square, This finding 
was probably due to the effect of the lumped middle rankings 




Few significant differences were found between the classes 
on this vignette. The Inform-Patient answer (1-3), however, 
was rated best more often and worst less often by seniors. 
Thirty-three percent of seniors and 19% of freshmen rates 
this answer best; 12% and 21% rated it worst, respectively. 
These differences approached significance onlv on the two-way 
Chi Square (at the .07 level). Three-way t-test analvsis 
of difference in mean ranking was also at the .07 level. 
Although this data is not significant, it also shows the 
trend seen on the vignettes discussed previously; that is, 
seniors rank the Inform-Patient answers best more often and 
worst less often than do freshmen. 
Answer 1-4, an Inform-Patient variant, showed a signifi¬ 
cant difference between the classes on the five-wav Chi 
Square and five-way t-test. Significance disappeared, however, 
on all analyses in which the 1-2-3 answers were groused or 
omitted. Thus, the significant findings on the five-way 
analvses were based on the disproportionate effect of the 
middle rankings. (In fact, the most striking difference be¬ 
tween the classes on this answer is on the second best (1) 
ranking. Twenty-six of freshmen and onlv 4% of seniors rated 
this answer at this level). 
Seniors did, however, on the whole rate this Inform- 
Patient variant lower than freshmen. Ordered mean rankings 




VJ-3-1-2-3; for the fourth year students rankings were 
W-B-l-3-2). 
T-tests on the modal score data were significant at 
the .04 level, however. 
No other significant findings were noted on this vig¬ 
nette . 
Vignette flIT 
Significant differences were found between the classes 
on II-2, a No-Action answer. Ten oercent of seniors and 
2% of freshmen rated this answer best and 12% of seniors and 
25% of freshmen rated it worst. Five and two-way C.hi Square 
showed significant differences at the .05 and .03 levels 
respectively. Three-way Chi Square showed no significant 
difference, however. Five and three-way t-tests of mean 
rankings showed significance at the .007 and .03 levels, 
respectively. 
Significant differences were found on the Anonymous- 
Letter answer (III-4) on five and three-way Chi Square, al¬ 
though two-way analvsis did not show significant difference. 
T-tests also showed no significant difference in mean ranking 
This was interpreted to mean that on this answer significant 
differences were due to the effect of the middle ranking. 
Freshmen tended to rank II-l, the Coing-Outside-of- 
System variant, slightly higher than seniors, but this differ 
ence was not significant. II-5, the other answer of this 




Modal score data showed no significant differences be¬ 
tween the two classes. 
Ordered mean rankings were also identical for the two 
classes: 1-2-B-3-W. 
No other significant differences were noted between the 
classes on this vignette. 
Vignette #TTX 
Seniors rated the Coing-Outside-of-System answer (TIT-3) 
worst slightly more often than freshmen. rirst year students 
ranked the Consult-Third-Party answer (III-5) best somewhat 
more often than seniors. 
There were, however, no significant differences on any 
answer in Vignette III. In fact, answers in this section 
showed the most striking uniformity of any in the study. 
Ordered mean rankings were 3-1-N-3-2 for both classes. 
All data concerning the responses to the six vignettes 
is summarized in Table VII, 
Correlations Among Answer Types 
To further assess the results, Pearson’s product-moment 
correlation coefficients were computed between all the answers 
to the six vignettes. (For example, one could note the 
direction -- oositive or negative -- and the level of signifi¬ 
cance of a correlation between ranking of Inform-Patient 
answers and Consult-Puperior answers. Correlation coefficients 
again range from 1.00 to -1.00). 
' 
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For the most part, in both classes, there is a con¬ 
sistent significant, positive correlation among the Inform- 
Patient answers. In both classes, Inform-Patient answers 
show a consistant, significant negative correlation with 
No-Action, 3e-Supoortive, and Consult-Third-narty answers. 
The latter three answer tyoes generally show consistent- 
significant positive correlations with each other. Inform- 
Patient answers show scattered significant negative correla¬ 
tions with Consult-Superior answers. The latter tend to show 
significant negative correlations with Going-Outside-of- 
Svstem answers as well.* 
These data were interpreted in the following manner. It 
appears that in both classes there is a relatively stable 
group that consistently favors the Inform-Patient answers. 
The data presented above on Chi Square, mean ranking, etc, 
suggests that the fourth year class has a larger contingent 
of this Inform-Patient group. 
Further, the correlation data, as well as the other 
analyses Dresented previously, suggests that the group that 
rejects the Inform-Patient answers selects no single alterna- 
*In the ^receding section, I discussed the ambiguous nature 
of answer II-l. The correlation data indicate that this an¬ 
swer was oerceived differentlv by the two classes. Among first 
year students, it shows a significant positive correlation 
with the Inform natient answers. Among fourth year students, 
II-l shows a significant positive correlation with the Going- 
Outside-of-Svstem answers, With resoect to the Consult- 
Superior answers, only one significant correlation is found 
with answer II-l; ^mong freshmen there was a significant 
negative correlation between II-l and answer VI-4. 
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tive answer type. Rather, one alternate type or another may 
predominate, perhaps partially determined by the context of 
an individual vignette. 
Characteristics of the Inform-Patient Troup 
The following method was devised to further studv the 
existence and nature of the two groups discussed in the 
previous section. 
Computer cards were automatically sorted to separate 
out those individuals who rated all of five Inform-Patients 
answers 1-3, III-2, IV-1, V-3 and VI-3 -- as B, 1, or 2. 
In carrying out the sorting operation, a major division 
occurred an answer IV-1, It was theorized that this division 
reflected the dramatic polarity between freshmen and senior 
response to this answer. Thus, sorting of cards was continued 
for both groups which had been created on answer IV-1, At 
the end of the separation orocedure, three groups of individuals 
were found. Those who rated all five answers B, 1 or 2 were 
designated Croup A; those who rated IV-1 low but rated the 
other four answers high were named Crouo 3; the remainder were 
labeled Group C. These three grouos were then analyzed with 
respect to class and other descriptive variables. 
Group A consisted of 33 individuals and was made up of 
almost 70% seniors. Group 3 contained 21 persons; it was 
62% freshmen. The remaining groun of fiftv-one persons --- 
about half the total sample -- consisted of almost 59% first 
year students, Chi Square analysis of this data was signifi- 
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cant at the .02 level. Table VIII summarizes this data. 
Only one descriptive variable showed a significant re¬ 
lationship to membership in Groups A, 3, or C. Chi Square 
analysis of these three groups by college major was signifi¬ 
cant at the .02 level. Social Science and Physical Science 
majors predominated in Group C. On further analysis, however, 
it was found that this difference was traceable to the first 
year class. Chi Square analysis of the distribution of 
college major by Groups A, 3, C within each class showed no 
significant difference among seniors. Chi Square remained 
significant at the .03 level for freshmen, however, Almost 
all freshmen social and physical science majors were in 
Group C. Half the freshmen biology majors were in this group, 
with the remainder split almost evenly between Groups A and 3. 
Three of the four humanities majors were in Group A, It can 
be noted, however, that the numbers of students in each college 
major category are quite small, particularly in Groups A and 
B, 
Among seniors, six of the eight Group 3 members were 
biology majors. In Groups A and C, most college major areas 
were almost equally represented, although four of six physical 
science majors were in Group C and nine of twenty biological 
science majors were in Group A, 
rurther analysis of the descriptive variables among 
Groups A, 3, C within each class revealed one other significant 
difference among freshmen. Chi Square analvsis of the distri¬ 
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TABLE VIII. A, 3, C and AB, C proupin^ bv class 
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Ten of thirteen freshmen moderates were found in Group C, 
although sixteen of thirty liberals were found here as well. 
No other significant findings related to the descriptive 
variables were noted in either class on the basis of member¬ 
ship in Groups A, 3, or C. 
Since Group A freshmen differ from about 80% of their 
classmates in response to Vignette IV, an examination of them 
in terms of the descriptive variables was attempted, Onlv 
a few distinctions emerge. Group A freshmen were all white. 
No one in this group was older than 23, They mostly described 
themselves as "Liberal," "Radical," or "Other" -- only one 
was a "Moderate," Interestingly, over 30% of freshmen women 
respondents were found here compared with about 14% of the 
men, although Group A was equally divided between males and 
females. None of these distinctions showed statistical 
significance, however. 
It was decided to combine Groups A and 3 together. This 
procedure divided the study population approximately in half 
with 54 students in the A3 grouo and 51 in the Group C. 
Group AB was made up of 57% seniors and 43% freshmen, 
with 41% seniors and 59% freshmen in Group C, This distribu¬ 
tion was not significant on Chi Square, however. Nonetheless, 
a persistant trend remains showing a larger percentage of 
fourth year students consistently ranking Inform-?atient 
answers higher. This data is summarized in Table VIII, 
Study of the A3 and C groups with respect to the des¬ 
criptive variables both among groups and among groups within 
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each class showed only one significant difference. In the 
fourth year class, all of the five M.P.-Ph.P. students were 
in the AB group (X^ = .05), This finding seems somewhat 
at variance with the usual "student-culture” stereotype of 
this type of student as bookish, research-oriented, and 
unconcerned with non-technical aspects of patient care. 
Among the two classes, few distinctions on the descrip¬ 
tive variables emerged with respect to Croups A3 and C. 
Group C freshmen continued to show higher percentages of 
physical science majors, social science majors, and 
political moderates. Most of the freshmen Protestants were 
also found here. 
Among seniors, Group AB was characterized by the presence 
of fifteen of twenty biological science majors, seven of the 
ten Jewish students, eight of the nine political "other" group 
and six of the eight students who indicated a choice of 
medicine as a career prior to the age of 12,* 
None of these trends showed statistical significance, how¬ 
ever . 
*The last trend may bear a relation to the claim of Rogoff that 
the "youthful deciders" are more "people-oriented "(Rogoff, in 
Merton, et al, 1957), Of course the relationship between mem¬ 
bership m groups AB or C and "people-orientation" is unclear. 
Indeed, even the definition of "peonle-orientation" is unclear 
and usually quite subjectively determined. Nonetheless, it 
would appear that the relationship) of career choice to per¬ 
sonality, individual develonment, and socio-economic constraints 
might bear further study, esoeciallv among medical students. 
. 
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The most strikinp aspect of the AB and C groupings, 
however, is that, within each class, the numbers of students 
in the subcategories of the descriptive variables in each 
of the two groups is approximately equal. Thus, for example, 
on political affiliation among seniors, half of the moderates 
are in Group AB and half in Group C. Seventeen liberals 
are in Group A3 and fourteen in Group C, As noted above, 
however, about 90% of the "other" category is in Group A3. 
This levelling trend is notable on virtually all of the 
descriptive variables and in each of the classes.* 
Results of the Analysis of pesoonse to the vignettes Among 
r" In t e r v i e •>; e e*s 
Interviewees’ responses were submitted to five, three, 
and two-way Chi Square tests. 
Only one answer to one vignette showed a significant 
difference between the interviewed and non-interviewed samples. 
*The procedure used to determine membership in Groups A3 and C 
has two major potential sources of error. First, one might 
err bv assigning to Croup A3 manv students who ranked many or 
all of the Inform-Patient answers quite low, at level 2 of 
the B-l-2-3-r:J hierarchv. On the other hand, one might con¬ 
sign to Group C many students who ranked all but one of the 
five Inform-^atient answers very high (except VI-1), Conceiv¬ 
ably, both of these kinds of students might think quite differ 
ently about the Inform-Patient answers from other students in 
their groups. An attempt was made to assess these sources of 
error by identifying all students in Group A3 who ranked three 
or more of the five answers under consideration at level 2 and 
all students in Group C who ranked only one Inform-Patient 
answer verv low (at 3 or V). In both classes, the largest 
shift was among students who ranked only one Inform-Patient 
answer low. Thus, Group A3 was enlarged, Nevertheless, the 
percentages of seniors and freshmen in the two groups remained 
virtuallv identical with those found by the original procedure 
although as might be expected, most of the seniors moved into 




On Vignette T, answer 1-3 — an Inform-Patient answer -- was 
rated significantly less well by interviewed first year stu¬ 
dents. This finding was consistent on all three Chi Square 
tests at the .04 level. Only one first year interviewee 
(10%) rated this answer best (B); five (50%) rated it worst 
(W). The comparable findings in the non-interviewed group 
were nine best (21%) and six worst (14%), respectively. 
In the fourth year class, no significant differences 
were found between the interviewees and non-interviewees 
in the ranking of any answer to the vignettes. 
The AB, C groupings divided both interview samples 
roughly in half. Four first year and six fourth year students 
were in the A3 grouo (three seniors and one freshman in 
Group A). Six freshmen and five seniors were thus consigned 
to Group C. The percentage of seniors to freshmen in each 
group is approximately that of the A3, C groupings in the 
whole sample. 
Discussion of the Statistical Results 
Before turning to a discussion of the interview data, I 
would briefly like to consider three possible explanations 
for the data described above. 
The "Experience" Hypothesis 
It has been suggested that first vear students are less 
likely to select Inform-Patient answers because they are 
inexperienced in working 'with patients, feel intimidated by 
the possibility of making some catastrophic blunder with a 
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patient, feel much more unsure and uneasy about any approach 
to a patient than do seniors (Gewirtz, verbal communication, 
1975 ) . 
There is a counter-example to this notion. In Vignette 
III,almost identical percentages of first and fourth year 
students rank the Inform-Patient answer (ITI-2) as Best, 
(33% of seniors and 34% of freshmen rank this answer best; 6% 
and 2% respectively rank it worst). In fact, this answer 
contains no additional attitudinal or rationalizing state¬ 
ment; it merely advocates an action to be taken. Thus, if 
"experience” with patients was the sole determinant of the 
results described, one would expect that this answer too 
would reflect the phenomenon. To be sure, students’ attitudes 
towards psychiatry might be relevant In determining the 
pattern of answers to this vignette; obviously, no attempt 
was made to control for this. 
I would be foolhardy to claim that experience with 
patients has nothing to do with the differing response patterns 
between the two classes. On the other hand, it seems to me 
doubtful that this is the only relevant variable, I will 
return to this point in the section on the interviews. 
The "Generation Pan” Hypothesis 
The second theory advanced to explain the results is 
based on the supposition that seniors' attitudes have been 
shaped by experiences during the college campus upheave Is of 
the 1960s. Thus, they are more likely to be "activist" in 
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their perspective on society, the medical profession, etc. 
The seniors, due to their college experiences, are more radi¬ 
cal, more committed to confrontation and social change. 
The freshmen, on the other hand, are said to be van¬ 
guard of the new ’’silent generation” of college students. 
These students’ attitudes have been shaped by the Nixon-era, 
a time of economic uncertainty, and disillusionment. They 
have responded by turning inward, becoming passive and apoliti¬ 
cal. They are said to be committed to ’’getting ahead” and 
to "personal growth," not to social change (Firestone, Redlich, 
1974, verbal communication). 
It would take too long to attempt a discussion of the 
inherent assumptions in this point of view. As discussed 
above, Funkenstein (1971) presents data that emohasize a 
more complex set of factors that might influence attitudes 
towards certain styles of "activism” among medical students. 
Nonetheless, an attempt was made to examine this "generation 
gap" notion statistically. 
All the freshmen respondents who were over the age of 
twenty-four were identified and their answer patterns to the 
vignettes comoared with those of the others in their class. 
Unfortunately, there were only six of these older students, 
a very small samole indeed. 
On five, three and two-wav Chi Square, the answer Datterns 
of the grouo of older first year students showed no signifi¬ 
cant differences from those of their fellows. Indeed, no 
consistent trend was noted. The older students rate some 
- 
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Inforn-Patient answers higher, and others lower, than their 
compatriots. Additionally, they show no consistent trend in 
their rankings of the other answer types. 
Further, half of the older freshmen ’were found in Group 
AB and the remainder in Group C, 
Despite the small sample size, it seems unlikely that 
the "generation gap" hypothesis is adequate to explain the 
findings presented above. 
The "Future Specialty" Hypothesis 
It has been noted that the personality characteristics 
of students selecting different specialties are different 
(Wenninger, 1957a, 1957b; Livingston and Zimet, 1965; Yufit, 
1969; Juan and Haley, 1970; etc.). Yufit argues that there 
are personality differences among students who select differ¬ 
ent specialties depending on orientation to "people [or to] 
instruments or techniques" (1969). The seniors who select 
Inform-Patient answers might then be more likely to be those 
who aspire to a "people-oriented" specialty. 
An attempt was made to compare responses of seniors who 
differed in ^uture specialty preference. Following Reinhardt 
and Gray (1972), seniors were grouped into "high-interaction" 
and "low-interaction" specialties, depending on the extent 
of "dynamic involvement on the socio-emctional level between 
patient and physician" in the various specialties. The 
"high-interaction" group consisted of future specialists in 
psychiatry, pediatrics, internal medicine, general family 

103 
practice, and obstetrics-gvnecology. The "low-interaction” 
group was made up of future workers in surgery, radiology, 
pathology, anaesthesiology, neurology, public health, and 
rehabilitation medicine. These groupings are not inconsistent 
with those made by Yufit (1969) or bv Livingston and Zimet 
(1965).* 
Unfortunately, the "low-interaction" sample was quite 
small, containing only nine students. By far the largest 
percentage of students planned to specialize in Internal 
Medicine (See Table I). 
There were no significant differences on any answer 
type between the two groups on five and three-way Chi Square. 
(Due to the small size of the groups, two-wav Chi Square 
could not be performed meaningfully). 
The only answer that came close to showing a significant 
difference between the two future snecialty groups was V-2, 
a No-Action variant,** 
*Freshmen were not studied because of the large Undecided 
grouo and because of the documented trend for change in 
specialtv preference among many students over four years of 
medical school (Donovan, et al_, 19 72 ; Levine and Bonito, 19 72 
Bonito and Levine, 1973), 
**Chi Square data was also examined for the answers to the six 
vignettes bv future soecialtv choice without the low/high- 
interaction groupings. These data are difficult to interpret 
meaningfully since often very small numbers of students are 
involved. Only one significant difference was noted, how¬ 
ever, ruture pediatricians, familv practitioners, and Unde- 
cideds were found to rank answer IV-4, a Consult-Third-party 
variant best significantly more often than other snecialty 
groups. (Five-wav Chi Square at .05; three-wav at .03). 
’ 
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A3 and C grouping showed five of the nine "low inter¬ 
action" prouo in Group C. Although low-interaction special¬ 
ists were divided approximately in half by the A3, C grouo- 
ing, about two-thirds of the high-interaction contingent 
was found in rroup A3. This effect was due in large part 
to future specialists in Internal Medicine. Eleven out of 
sixteen of these students were found in Group A3. 
Thus, future specialty preference seems to have compara¬ 
tively little effect on the rankings of the fourth year 
students’ answers. Nonetheless, this may be an area worth 
future study. 
Methodological Issues 
I would like to briefly address three methodological 
nroblems inherent in the statistical results. 
First, it is impossible to make an assessment of longi¬ 
tudinal trends with the data at hand. Obviously, one would 
have to have studied the seniors four years ago and one would 
need to re-studv the freshmen four years hence in order to 
make such an assessment. Another possibility would have been 
to study simultaneously all four classes presently in the 
medical school, an approach used with success bv Becker et al 
(1961) . 
The data of Juan et_ al (1973) that more advanced medical 
students have a greater belief in cancer patients’ abilities 
to cone with knowledge of their illness is suggestive that 




longitudinal trend. In addition, Kimball and buncombe (un¬ 
published) demonstrate that Yale Medical School seniors 
endorse most strongly "the principle of significant patient 
choice in the selection of treatment” compared with students 
in the other three classes in the medical school. Their 
finding also enhances the liklihood that the differences shown 
here are longitudinal. 
One possible indication of a longitudinal effect can be 
discerned, however, among the trends of the descriptive vari¬ 
ables among seniors and freshmen. The latter show the 
greatest polarities -- some descriptive variable categories 
associate very strongly with membership in Groups A, 3 and 
C, This tendency is less marked among seniors, although, to 
be sure, some trends emerge among them as well with respect 
to the descriptive variables. One interpretation might be 
that because of factors related to medical school attendance, 
membership in "lav-culture” groups based on politics or 
college major, for example, might assume lesser importance 
in the way seniors approach the vignettes. These ideas are 
quite speculative, of course, and must be pursued in much 
greater detail before any final conclusion is reached. I 
hope to be able to pursue this work further when the present 
freshmen are seniors in order to evaluate longitudinal ques¬ 
tions in a more satisfactory manner. 
Another difficulty in interpreting the results stems 
from the inherent design of the answers. They were deliberately 
created as complex, evocative units to stimulate the thinking 
of interviewees. Originally, the statistical section was 
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seen as a minor part of the study. It was to be used to 
evaluate the representativeness of the response of the inter¬ 
viewees, Since the results were so divergent from those 
exnected, however, a rather elaborate set of statistical 
analyses were necessarv to help organize my thinking about 
the interviews. Thus, due to the ’’multi-valency” of the 
individual answers, a kind of uncertainty principle is present 
in interpreting the findings. One is never sure whether a 
given answer is ranked as it is due to the action suggested 
or to the rationalizing attitudinal statements or both. 
Members of the two classes mav even rank an answer the same 
way but might do so because of different parts of it. In 
the next section on the interviews, I will attemot to clari¬ 
fy these problems, at least with respect to some of the 
answers. 
Summary of the Statistical Section 
In summary then, in this section we have found the 
following; 
1, With resoect to the descriptive variables, first year 
students differed significantly from fourth year students 
only in the distribution of ages at which medicine was 
chosen as a career, although median age of choice was the 
same in both. Other significant differences between the 
classes, on the variables of age and future specialization, 
are thought to be related to medical school attendance, 
2. First year interviewees differed significantly from their 
V. 
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non-interviewed counterparts only with respect to 
religious affiliation. Mo significant differences were 
found between interviewed and non-interviewed seniors, 
3. With respect to the responses to the six vignettes, 
seniors ranked three Inform-Patient answers best signifi¬ 
cantly more often than the freshmen. The latter rated 
the same answers worst significantly more often. A fourth 
answer of this type showed the same trend but without 
statistical significance. The fifth answer of this type 
showed virtually no difference in ranking between classes. 
Freshmen rated one Be-Supportive answer and one 
Consult-Superior answer best significantlv more often than 
seniors. The latter rated the 3e-Supportive answer worst 
significantly more often, but no student in either class 
rated this Ccnsult-Suoerior answer worst, although 
significantlv higher numbers of seniors rated this answer 
lower than freshmen. 
Seniors rated one Mo-Action answer best significantly 
more often and worst significantly less often than fresh¬ 
men . 
Other significant differences were interpreted as 
being less meaningful since they could be ascribed to the 
effect of differing rankings between the classes at the 
middle levels (1-2-3) of the forced-choice distribution, 
not to Best and Worst rankings. 




4. Correlation coefficient data showed a significant posi¬ 
tive correlation between the different Inform-Patient 
answers. These answers in turn showed significant nega¬ 
tive correlations with most No-Action, Be-Supportive 
and Consult-Third-Party answers. These three answer 
types generallv show significant positive correlations 
with each other, Inform-Patient answers show occasion¬ 
al significant negative correlations with Consult-Suoerior 
answers. The latter tend to show significant negative 
correlations with Coing-Outside-of-System answers. These 
correlations were found in both classes, although corre¬ 
lation data showed that at least one answer (II-l) was 
probably interpreted differently by the two classes: the 
freshmen show a significant positive correlation between 
this answer and Inform-Patient answers; seniors show a 
significant positive correlation between this answer and 
Going-Outside-of-System answers, 
5, The two classes were divided into groups based on the 
ranking of the Inform-Patient answers. A group that 
consistently rated all but one of these answers higher 
was discerned, A majority of this group was made up of 
seniors. This result was not statistically significant, 
however, although among those who ranked all of the 
Inform-Patient answers very high, a significantly higher 
percentage of seniors was found. 
Descriptive variables had some effect on placement 
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in the two groups based on ranking of the Inform-Patient 
answers. Senior M.D.-Ph.D, students were found in 
significantly higher numbers in the group that tended to 
rank most Inform-patient answers higher. Political 
affiliation and college major seemed to have a greater 
effect on membership in these groups among freshmen. 
6, Among interviewees, only freshmen showed a significant 
difference in the ranking of any of their answers from 
those of their remaining classmates. This significant 
difference occurred on only one answer to one vignette, 
7, Three hypotheses that had been advanced to explain the 
foregoing results were considered. The effects of 
’’experience” with patients alone, alleged membership in 
different socio-political ’’generations” between the two 
classes, and the importance of future specialty choice 
among seniors were considered. A counter-example was 
given to the first hypothesis; the latter two hypotheses 
were scrutinized statistically and were found inadequate 
to explain the results, although small samples were in¬ 
volved. The ”future specialty" hypothesis was seen as 
having greater merit, however. 
8, Methodological issues were then considered. The difficulty 
in assessing longitudinal trends was discussed. An 
"uncertainty principle” in interpreting the statistical 
data was described. This was due to the "multi-valency" 
of the answers as they were originally designed specifically 
for use in interviews. 
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In terms of the six working hypotheses described on 
page 65, the following conclusions are reached, 
1, The first hypothesis -- that freshmen would rank Inform- 
Patient answers significantly higher than seniors -- is 
rejected. 
2. The second hypothesis -- that freshmen would rank Going- 
Outside-of-Svstem answers significantly higher than 
seniors -- is rejected, 
3, The third hypothesis -- that seniors would rank Consult- 
Superior answers significantly higher than freshmen 
is rejected. 
4. The fourth hypothesis that seniors would rank No-Action 
answers significantly higher than freshmen -- is demon¬ 
strated on onlv one answer. 
5. The fifth hypothesis -- that seniors would rank 3e- 
Supportive answers significantly higher than freshmen -- 
is rejected, 
6, The sixth hypothesis that there would be no significant 
difference between the classes on Consult-Third-^arty 




In this section I will discuss aspects of the interview 
data, A comprehensive textual analysis of every interview 
will not be attempted here. Instead, I will impressionistically 
delineate a few important themes that recur. These themes 
help elucidate the statistical data and also reflect attitudes 
uniquely apparent in the interviews, I will proceed cautiously, 
letting the words of the interviewees speak for themselves.* 
The most striking aspect of the interview data is the 
i 
unique character of each students’ responses. The overwhelming 
impression is of individuality and diversity. Each interview 
reflects the texture of a different personality. Indeed, one 
of those in the ore-test sample commented that the study 
protocol was like a Rorschach test. Even though the inter¬ 
viewees often emphasized similar themes, even sometimes used 
the same words, the tone and flavor of every interview is 
highly individual. 
It will be most useful to begin thinking about the inter¬ 
views in terms of the A3 and C groupings described in the 
previous section. In the interviews, the AB group is char¬ 
acterized most consistently by an orientation towards the pa- 
*Although about 25% of first vsar students and about 30% of 
seniors made some sort of comment on their answer sheets, I 
will not discuss this data. Most comments were quite brief, 
and the majority were addressed to methodological issues 
rather than to substantive questions raised bv the vignettes. 
A few people in both classes took a great deal of time and 
wrote lengthy comments about their answers. The comment- 
writers brought uo few salient points not addressed in the 
interviews. Thus, I will confine my discussion to the latter 
source of information. 
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tient; other issues tended to be secondary for those in this 
group. This orimarv orientation was found in both classes. 
This overall attitude is well summarized by one fourth year 
student who bepan his interview by saying: 
First you come to the issue of the role 
of the medical student on a ward. And it's 
my feeling that the student has to, even 
though he's assuming a subservient position, 
that of low man in the ward structure, [he] 
has to still be attuned to the fact that 
patient care is the orimar^ resoonsibilTtv. 
Second, after that is learning how to deal 
with medical problems, I think that all 
of these situations... should be viewed in 
the light [of] what could you do possibly 
to improve the oatient's situation and how 
can vou best serve the patient, his family, 
and from a secondary oerspective, the politi¬ 
cal imnlications and medical education per 
se (Italics added), 
A freshman in Group AB concluded his interview by empha 
sizing similar factors, although he spoke more of patient 
rights than of oatient care: 
I must kind of comment that a lot of these 
were emotional responses on my mart because 
a lot of the issues I don’t know a lot 
about. It was hard on a couple of occasions 
for me to judge a situation as such, A lot 
of times I kind of assumed ideal conditions 
...But outside of the assumptions which may 
or may not have been valid, I think that 
it might change after four years if I get 
soured...But I think it’s just a matter of 
really attending to the rights o^ patients 
and 'their f ami lie s and how that's most 
effective . //hat" T' m wondering is if my modes 
of action would be as effective as I think 
thev might be now (Italics added). 
To be sure, students in C group were not unmindful of 
the patient or his family. In fact, they often rejected the 
Inform-Patient answers because they felt that some of the 
actions suggested would disruot and disturb the situation 
of the patient in the vignette. Although these students 
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often stated that thev were sympathetic to the Inform-Patient 
answers, at least in theory, they had several other major 
concerns. 
Some C grouo students were especiallv concerned with the 
proper role of the student-protagonists in the vignettes. 
The most self-conscious exponent of this view was one fourth 
year student who described his ranking of answer 1-2 best in 
the following terms: 
I consider this answer the "student-in-the- 
role-or learner” answer. If you out for 
this answer you are basically saying that 
the final decision in [this] situation has 
brought the student to face his prior re¬ 
sponsibility ... to learn something...I think 
...that the student should go and try to 
further his education by discussing the 
particular instance at hand with someone who 
is in a superior oosition. *\nd actually he 
is conning out of the fundamental issue 
involved, namely the moral question of what 
was right for the natient..,In reality does 
sitting down with a superior or a teacher 
discussing the case really end un doing 
anything for the natient’s cause? Gener¬ 
ally it does not. 
This student was also very conscious of the importance 
of authority. In question IV, he began as follows: 
A: White, female. Prominant family. Ab¬ 
dominal symptoms. C.A, of the colon, 
colostomy. The natient is not told the 
truth. Relations are -- including a MD 
-- and everyone is copping out in terms 
of informing the patient. And you are 
an intern, not a student. A very imnor- 
tant difference..,Now you are an intern, 
in a greater position of authoritv so 
this changes the interpretation of the 
answers. 
Q; O.K. How does it change it? 
A: Take more of an active role basically. 
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Sensitivity to the approoriate role-nos:.tion of the 
student and concern with authority was also expressed 
somewhat differently bv a first year student: 
As a student, I think you should stay 
within the profession. See the chief 
resident. Talk with somebody who has 
been around a little longer and knows a 
little more of the situation and trv 
to work it out there. If you are reallv 
disturbed about something, you think 
something is being mishandled or nroper 
treatment isn’t being given, I think 
you should just pretty much stay within 
the profession. 
Other students echoed the theme of the student ”as 
learner” and the necessarily different roles of the student 
and the intern, Here is how this issue was framed by two 
different first-year students: 
I just didn’t think that the medical 
student studying medicine should be the 
person calling the lawver on the shone, 
I think he should be studying the situa¬ 
tion at this point. I think that is 
why he is a student...I don’t think he 
should be telling. .. the doctors ’’Listen, 
to me. You’re doing this all wrong,” 
He is only a student. The student has 
a lot of rights and is to be respected, 
but ud to a certain point. Maybe he... 
should wait until he has his degree and 
then say: ”How listen.” 
I did distinguish here [in vignette IV].., 
that we are talking about an intern 
as opposed to a medical student,,,This 
was a case where the oerson is in a 
position of responsibility and it might 
not be as necessary to go to the head of 
surgery and first discuss the matter with 
him, 
A senior had a very different assessment of the roles 
of medical student and intern on the wards: 
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I find that on the services I’ve parti¬ 
cipated on, the medical student is 
usuallv the one who pets delegated in 
the end. hot delepated but usually 
does because he has more time to spend 
with the oatients and as a result he 
takes it upon himself to exnlain a lot 
more things that are haopening to the 
patient, things about his disease that 
he should be aware of and things like 
this. Whereas I think - whether the 
interns are too busy or whether they’ve 
just given up on explanations and just 
demand that they [patients] take the 
following course of action. [That’s] 
probablv what happens. 
Another perspective that characterized students in group 
C was summed up by one student who said ”1 have faith in talk 
ing,” That is, one should attempt to work problems out 
through the professional hierarchy. Such students often 
considered these consultations necessary only as first steps, 
and were often skeptical that the results would be productive 
Still, the emphasis several students placed on ’’talking" and 
"communication” was quite striking: 
A: The trouble is the way society is 
structured right now...I think com- 
munication is probably the most*“pro- 
ductive, but it’s way underutilized. 
I: Communication between whom for examnle? 
A: Especially between levels of staff and 
to [the] extent informed patients can 
be brought in to make their own de¬ 
cisions , 
(Italics added) 
In examining the implications of answer III-4 (in which it is 
suggested that when the student "becomes a psychiatrist, he 
will be in much better position to make real, meaningful 




Aj See, I don’t buy that. I think that 
they are changes made in his practice, 
maybe, or in the people he comes into 
contact with, but until there are more 
people who feel that way, I don’t 
think that there is goinp to be ulti¬ 
mate mental health care system changes 
I: So you really see that as a kind of 
communicative interpersonal snowballing. 
Do you think that’s a fair summary? 
A: Right. 
One fourth year student emphasized both authority and 
communication in response to the same vignette: 
If [the student] can’t obtain results 
through the staff, and the patient still 
is not happy with the situation, I think 
it’s time to go to the legal people and 
see what they think about it. Maybe they 
can give him advice on what his rights 
are,,,I think he should advise — go back to 
the staff again and tell them what he has 
done. And tell them that the law people 
agree that this is not right and hopefully 
he can get the law people and the staff 
people together and let them work it out 
between themselves...[The student] doesn't 
have the authority, the basis to do any¬ 
thing anyway. But he’s gotten things to¬ 
gether and maybe [can] get an arbitration 
going — it should be very helpful. 
The implicit ideology of this group of students is anala- 
gous to that of the "human relations” school of sociologists 
discussed by Etzioni (1960), As described in the review of 
the literature section above, this school emphasizes the impor¬ 
tance of establishing or re-establishing channels of communi¬ 
cation for the solution of difficulties in a social system. 
Yet, when "communication” could only result in discord these 
students approach the problem rather differently. The last 
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student quoted, in discussing the fifth vignette speaks about 
the implications of informing the family concerning the 
circumstances of the patient's death: 
As far as demanding full disclosure to 
the patient's family, about what has 
occurred, this could be very detrimental. 
Because it's like the old adage: you can't 
cry over spilled milk...I don't know if 
that's a good analogy but there's no use 
going through all the past as far as what 
can be of benefit to the future. By telling 
the patient's family you're lust bringing 
up bitterness and distrust and all kinds 
of ramifications from that standpoint. I 
think the two major points are to see that 
the mistake doesn’t happen in the hospital 
again by being a lesson to the hospital. 
That's an in-hospital situation, The other 
major thing is to get financial support 
and to care for the family on the outside. 
That's an outside situation. I think those 
two are separate and distinct. So you don't 
just impose on the patient's family all that’s 
happened on the inside. You take care of that 
on the inside. You take care of what should 
be taken care of on the outside. 
Note here that a distinction is made between issues per¬ 
taining to "the inside" — "within the profession" or in 
this case within the hospital — and the "outside." 
SimilarIv, some students who favored communication dis¬ 
approved of "polarizing issues." 
I: I am curious about the idea of polari¬ 
zing issues and what is wrong with that. 
A: Polarization is wrong in the sense that 
you already made it divisive. If you 
say the issues should be discussed, that's 
something else...If you have a polarized 
issue, you don’t get any, urn, bridging, 
if you have a discussion. I think it's 
very difficult to have discussions among 
doctors, natients, students, the whole 
thing, without making...accusations, 
without being vindictive. 

This view neglects the uncomfortable possibility that certain 
relations within a social system may be inherently conflict- 
ual. 
One first vear student also frequently noted the necessity 
of maintaining harmonious relations and paths of communica¬ 
tion. In particular, however, he focused on the doctor-patient 
relationship. He too was quite aware of his role as a stu¬ 
dent in a hierarchical system. 
It’s,,.really... something [informing the 
patient] that should be done through the 
physician. I think I get some very strong 
feelings here [in Vignette I] which I would 
try to let the ohysician know. And I would 
try perhaos to let other people or oerhaps, 
you know, talk about it with other oeople who 
care for this patient and try to get them to 
also approach the doctor and also some of 
the Dhysician’s colleagues, perhaDS.,.1 
think the relationship between a phvsician 
and his or her patient should not be inter¬ 
fered with. I think the way vou interfere 
with it is through the physician, that’s my 
role in terms of having to work with this 
physician. 
In discussing Vignette II, he remarks: 
I think it would be good if the family were 
appraised, if they knew what was going on. 
But, on the other hand, it’s a function 
of — if they really — it should be ud to 
the family to ask and to persevere further 
...If they want to pursue it, I think ave¬ 
nues are open to them. 
There were two students from the A3 group, one from each 
class, who felt that ’’making a little noise” confronting those 
in authority could sometimes be very effective. The first 




A: The patient voluntarily came into the 
hospital. I would think that if he 
really voluntarily wanted to leave and 
he is being threatened into not leaving 
—by basically saving "well, if you 
leave, you are going smack into the big 
looney bin up the road" and it’s the 
ward chief who has been doing this -- T 
think a little conflict between the stu¬ 
dent and this guy is necessary. 
I: What did you think of the last sentence 
[in answer III-4]? 
A: Real, meaningful changes in the mental 
health care svstem? Oh, when he becomes 
a psychiatrist? I think that you don't 
have to have the credentials when some¬ 
thing is obviously wrong to make a little 
noise. 
Earlier this same student had remarked, in reference to 
question I: 
Well, T think in many aspects of hospital 
routine vou have to have — not necessarily 
antagonism — but at least healthy disagree¬ 
ment. Otherwise the whole Durpose of the 
hospital and having a lot of ODinions get 
together and evervthing is a failure. 
The senior student who shared a similar view, when com¬ 
menting on question III, answer 4, said: 
I think the student does a valuable service 
when he orovokes discussion on the ward and 
I think it's probably true that the student 
is not in a position to make a real meaning¬ 
ful change in the health care system because 
I don't think he knows enough vet. But cer¬ 
tainly it is important for him to provoke 
discussions. 
About answer 1-1, he remarked: 
That the private physician might be antagon¬ 
ized I think is a very poor reason for not 
doing anything. I don't think we're learning 
medicine to always be subordinate...! think 
that's a bad way to behave. 
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It has been observed that medicine in its day-to-day 
activities follows a model in which consensus is seen as a 
requirement for proper functioning. This attitude contrasts 
with that of the legal profession, which subscribes to an 
ideology of advocacy and conflict. Christie and Merton (1958) 
point out, however, that another part of the folklore of 
medicine concerns the legendary medical scientist — the 
maverick thinker who perseveres through obscurity and obloquy 
until his ideas are ultimately — perhaps only posthumously 
— accepted, 
A senior who tended to rank Inform-Patient answers at 
either extreme also alternated in his view of the importance 
of provoking discord: 
A: Depending on the circumstances ... the 
relationship between the doctor and 
the patient probablv shouldn’t be 
interfered with but I know I’ll say 
that here and five minutes or another 
patient later, I’ll be the first to go 
in and change that relationship. And 
I’ll go in and say something simply 
because...I personallv don't think... 
that something is being handled correctly. 
I: So, it's very context-dependent? 
A: Yeah, it is, very context-dependent. 
In our discussion of the statistical results, the factor 
of "experience" with patients arose as a possible determinant 
of the manifest differences in the ranking Inform-Patient 
answers by the seniors and freshmen. Not unexpectedly, first 
year students almost universally voiced uncertainty about 
the effects of intercession with patients. The only exception 
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was one freshman who had had considerable experience working 
in paramedical fields where he was afforded responsibility 
for patient care. He, like the seniors, found at least some 
aspects of the vignettes relatively familiar, (Several 
other freshmen had worked as volunteers or orderlies in 
hospitals. They, however, differed little from their less- 
experienced classmates). As one first year student wondered, 
in relation to the fourth vignette: "I don’t know if a 
dying patient’s thought processes are like [those] of a 
normal, healthy patient (sic)," This uncertainty was most 
pronounced in the vignettes concerning the psychiatric patient 
and the cancer patient. Both seniors and freshmen, however, 
were concerned about possible deletrious effects on "emotion¬ 
ally unstable" or "irrational" patients if the Inform-Patient 
courses of action were followed. With respect to Vignette 
I, a freshman commented: 
Compared to the others, I was more sure 
of the way I answered...I guess it’s be¬ 
cause it’s a case where the patient is 
clearlv responsible for what happens to 
him.,.He is in charge of his faculties 
(Italics added), 
A senior states: 
You never want to do anything that goes 
against the patient's wishes. If the 
patient doesn't really want an operation 
even though you know the operation is 
essential to the patient's life: If the 
patient can rationally make that decision, 
that's certainly a big factor, if not the 
factor...I think the most important problem 
is determining if the patient is rational 
to" make the ir own decisionbased oh" his¬ 




A freshman in discussing the third vignette says: 
It seemed that this -particular person is 
more capable of handling [his] problems 
* « «that one wouldn’t have been thinking 
about legal rights if' this was a person 
who couldn ’'t have understood them for 
some reason (Italics added). 
Another senior concerned about this aspect of ’’informing pa¬ 
tients,’’ defined ’’sound mind” quite broadly: 
[In Vignette IV, best was] number 1, I 
feel strongly that if she is of sound 
mind and this patient apparently was and 
is capable of dealing with her situation 
— and I get the sense that she is -- she 
should be fully informed as to what her 
illness is and there should be no reser¬ 
vation whatsoever unless you’re dealing 
with a six year old child unable to cope 
with the situation, can’t appreciate it, 
or an 85 year old man or woman who is 
again regressed to a state where it be¬ 
comes an insurmountable problem (Italics 
added). 
"Rationality” and "soundness of mind" are important con¬ 
cerns, yet no student examined these notions critically, al¬ 
though the last student cited came closest. Few wondered 
about how competency might be assessed other than subjectively, 
or through "clinical judgement" as one senior put it. No 
one asked whether patients might have the right to make an 
"irrational" decision or whether the physicians’ view of 
"rationality" might itself be value-laden. 
The students in the AB group, both freshmen and seniors 
expressed greater confidence in patients’ abilities to tolerate 
information. Despite their uncertainties about approaching 
patients, freshmen in this group were less likely to be dis¬ 
suaded from directlv intervening by the cumulative weight 
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of their mixed emotions. They were more likely to see issues 
such as the students’ learning, the importance of communica¬ 
tion, and staying within channels as secondary to "attending 
to the rights of patients and their families.'1 Even on 
Vignette IV where first year students almost universally 
rated approaching the patient directly as a poor choice, the 
flavor of the reasoning for not doing so differed between the 
AB and the C students. 
The AB students focused on the family as the most impor¬ 
tant unit for consideration in this case. As one student put 
it: 
Obviously here we are getting into a kind 
of bringing the patient's rights into a 
broad sphere of the family having rights 
...I think it’s orettv much up to the 
family to kind of decide. Mow before we 
talked about the patient’s determining the 
type of care that was to be delivered. In 
this situation it really isn't a question 
of care being delivered but making the 
patient as comfortable as possible. 
Another agonized a bit more: 
For one thing I believe that the patient 
has a right to be informed as much as 
possible exactly what is the nature of the 
disease and their care. .On the other hand, 
there is a possibility that informing her 
might be detrimental to her. In some sense 
the doctor is responsible to the feelings 
of the family as well. I think the husband 
would have the most rights in this respect 
and he did sav he wished her not to be in¬ 
formed. 
Responses of students in the C group took the oatient 




I think the problem is within the family 
and that if you can get a consensus of 
family opinion which seemed to be implied 
in this question, the physician would abide 
by the family’s decision, then T think it 
would be the best. Again it’s a situation 
of talking with someone, seeing what they 
think (italics ad dod). 
Another commented: 
I said the best was that the familv could 
make the decision...! would be interested 
to go back to your law students or law 
professors and find out what 'in fact' 'the 
Looks' sav about the'patient * s right to 
know over family objections (Italics 
added). 
An interesting perspective on question IV was presented 
by a first year student in group C who had just read Kubler- 
Ross’s On Death and Dying (1969): 
The patient most probably did know, she 
was probably looking for some support 
and all this make-believe wasn’t helping 
her any. So...he should sit down and 
try to work things out —and I would 
almost have added -- he should work it 
out until he could tell her..,It was 
difficult to make up my mind as to 
whether he should discuss it with the 
family and abide by their decision or 
just jump right over and tell her. Be¬ 
cause the patient probably needed someone 
to talk to about this whole situation and 
she wasn't going to get it from anvbody 
because her children were most probably 
going to stay awav and smile a little bit 
and that would have been about it. 
He ranked IV-1, the Inform-Patient answer highest of any inter¬ 
viewed first year student at second best. Only six other 
freshmen in the whole sample rated this answer as high or 
higher. Unlike most of his fellow freshmen, but very much 
like the seniors, he vehemently rejected the rationale of 

answer IV-3: "Besides, as long as the patient doesn’t ask 
directly what’s wrong with her, she probably doesn’t want 
to know.” 
X disagree with that mainly because of 
what I've read on death and dying just 
recently. It’s obvious that she knows 
and probably would like someone to talk 
to. It's a difficult time for her and 
she’s being sensitive to the other 
people and seeing that they don't want 
to discuss it. So she’s not going to 
bring up the tonic.* 
With one other exception, it took considerable direction 
from the interviewer for the first year group to examine con¬ 
cretely the potential ambiguities in the patient's statements 
at the end of the section IV. Fourth year students, on the 
other hand, no matter how they ranked this answer, spontane¬ 
ously discussed the possible multiple Implications of the 
patient's statements In this question, often giving examples 
from their own experience. Indeed, most fourth year students 
rated IV-3 very low. They focused on the last sentence and 
flatly stated "I don’t believe that.” Fourth year students 
had more concrete notions of the realities of dealing with 
dying patients — and their orientation to the role of the 
family was different In this situation. Although all were 
*The only other freshman who stated he had read Kubler-Ross 
rated this answer (IV-3) very best. He felt that ”by being 
supportive” one might encourage the patient to indicate her 
readiness to talk things over or not. Concerning the last 
sentence, he stated: "As far as the patient doesn't ask 
she doesn’t want to know; that might not necessarily be 




aware that this was a sticky situation, because of the 
"family’s pathology,” as one student put it, those who rated 
the Inform-Patient answer highest in this example were pri¬ 
marily concerned with the patient. 
A: I said number one was the best, the intern 
should discuss with the patient and tell 
the full nature of the illness. I think 
patients always find out. They always 
suspect, I think it’s better to play with 
all the cards on the table...I think it’s 
better to tell the patient and really let 
him know what you’re doing on the true 
basis of informed consent, so that they 
can know what’s happending. 
I: How did you think the family would respond 
to the intern doing that? 
A: This particular family vou might have a 
little bit of difficulty simply because 
of the way the family tree is made up with 
several physicians each wanting and not 
wanting the patient to know. However, the 
physician in charge still has the Deroga¬ 
tive whether the family wants it or not. 
It is still the doctor’s patient, not the 
family’s patient. 
Later, this student adds: 
I’m really concerned about the doctor-patient 
representation and not...how the familv feels 
the patient will feel. I think it’s important 
to know that the doctor feels that my patient 
will feel better that he [the patient] knows 
or doesn’t know [about his illness] not 
whether the family feels that...they [the patient] 
will feel better [if the patient is not told]. 
Other students were more troubled by the family's objections, 
and rated answer IV-4 just above answer IV-1, These students 
were most disturbed about agreeing to ’’abide by the family’s 
decision” in answer IV-1: 
But once a family has told you that they 
really think strongly that the patient 
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shouldn’t be told, I don’t think it’s 
up to you to change the picture,,,I 
would be unhappy about it,.,That’s a 
concession you would have to make. If 
you get down to a discussion with them and 
you’ve had every chance to convince them 
that the patient needs to be told, and 
they're still adamant,,,I don’t see how 
you can turn around and say "Well, I dis¬ 
cussed it with you and I don’t like the 
game by your rules, so we'll still play 
by my rules ,. , ’’ 
[For second best I picked] number 1, going 
and telling her, I think my only objection 
to that was that vou circumvented the family 
in that situation, knowing that they really 
didn’t want to tell her. I just think in 
most cases you can convince a family that 
the patient needs to know. 
Other seniors echoed the strategy of trying to convince the 
patient’s family. These students focused on the doctor- 
patient relationship as separate from the doctor-family rela¬ 
tionship : 
If you are the doctor, and you feel that 
the patient should be informed vou should 
be able to convince the familv, irregard- 
less of their profession, that that is the 
best thing...If you really believe it then 
vou should be able to convince them. If 
your argument is sound and they are people 
who listen. And if they are not people who 
listen, then you should be able to under¬ 
stand their family pathology well enough 
to put it in such a way that they would 
begin to see that family pathology and help 
them make a decision... In the end, however, 
...if the family is still adamant... and you 
do not have the capacity to change their 
minds, you probably should go with the family, 
although I still don't like the idea. I 
might then go...and just tell the oatient 
the full nature of the illness and overstep 
the bounds of the family and reap the con¬ 
sequences . 
Not only did this student disagree with the notion that 
’’[if] the patient doesn’t ask, she doesn't want to know," he 
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also felt that "being supportive" had to be something other 
than a means of maintaining the status quo: 
I don’t agree with what they’re doing, I 
don’t support them in that sense, I 
wouldn’t support them in that sense. To 
me support of the family would be getting 
them together and talking about it. But 
all the time I was getting them to seri¬ 
ously reconsider what was going on, I’d be 
learning about why it is that they don’t 
want to tell their parents. What’s in 
them to keep them from wanting her to 
know?...Why do they want to control the 
situation? I'd be working at that. That’s 
what I consider support. But all the time 
I’d be trying to change their minds. 
To be sure, other fourth year students who ranked the 
Inform-Patient answer lower on question IV shared with the 
freshmen a sense of the importance of maintaining harmony 
within the family in this situation. 
I thought the best answer was number 4. 
In fact, it’s almost an optimal answer... 
and it’s nice that you made some medical 
expertise within the family in your pro¬ 
tocol so that there could be a "decision 
other than just an emotional decision on 
the part of the family, I think it was 
basically the intern saying "vou know 
her, your mother, better than I do. I 
think it should be vour decision coupled 
with mine",,.The intern could word it in 
such a wav that if the decision is made 
[to inform] I would be willing to make 
the decision, but I would like to have 
you there when I make it. It could really 
be a family type thing so they can be very 
supportive... 
Worst was number 1, in this case. I felt 
that wasn’t taking into account the patient 
and the family. On the whole idea of 
"right to know," it’s a prototype, [sic] 
but I think it can also be very divisive. 
Another student who shared similar sentiments noted that 
"Everyone has to be involved in a decision such as this." Yet, 
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even this student distinguished the relationship between 
patient and doctor from that between doctor and family. 
Patient’s have the right to receive all 
information pertinent to their condition. 
I don’t think that’s a true statement. 
Patient’s have the right to receive all 
information that is pertinent to them 
at that time that they can handle it [and 
when] it will be taken in a beneficial 
way and is consistent with the family 
intent and...the doctor's intent and the 
doctor’s information. And every situation 
has to be taken in itself. Every situa¬ 
tion is unique. 
Summarizing the responses to question TV, I would like 
to advance a tentative hypothesis about the difference between 
first and fourth year students in their rankings of TV-1 and 
TV-3, Seniors rank TV-1 higher in part because of practical 
experience with dying patients on their clerkships and electives, 
as well as from readings and discussion of the problem. They 
focus on the last sentence in answer IV-3 and reject it be¬ 
cause their experience in general has been that it is incorrect. 
These findings, while encouraging, are not particularly 
earth-shaking. They resemble the findings of Juan et al 
(1973), discussed above, that seniors had a greater belief 
in cancer patients’ abilities to cone with knowledge of their 
illness. Kimball and Buncombe's work (unpublished) showing 
seniors stronger endorsement of individual patient’s voice in 
treatment mav also be relevant. Beyond this finding, however, 
I note that there is also a change in the way seniors view 
the relationship between doctor (or student-doctor), patient, 
and third parties, such as family members. Fourth year stu- 
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dents, I suggest, have become increasingly committed to the 
notion of a one-to-one doctor-patient relation. While 
others may affect it, they are secondary to the fundamental 
relationship. First year students seem to have a more 
diffuse sense of the doctor-patient relationship. They tend 
to see themselves less as agents of individual patients, 
at least insofar as the significant others of the patients 
are concerned. 
I do not suggest a radical difference in perception of 
patients and families between the two classes. Rather, it is 
my impression that the seniors are more likelv to conceptual¬ 
ize the problem as "what is best for mv oatient? How can I 
go about doing it with (or despite) this family?" The fresh¬ 
men are more likely to look upon the problem as "How can I 
best meet the needs of this whole family (including patient)?" 
To be sure, as the quotations above illustrate, these view¬ 
points are not completely universal within the two interview 
groups. I note, further, that there is no evidence to indi¬ 
cate that four years of medical school rather than other 
factors -- personality type, "experience" (e.g, reading Kubler 
Ross), maturation, and so on -- accounts for this difference. 
But the idea bears further thought and scrutiny. 
Our finding may relate to rreidson’s discussion of 
"thoroughgoing particularism, a kind of ontological and 
epistemological individualism characteristic of the clinician" 
(1971), Freidson here disputes Parson’s view that "In common 
v 
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with the predominant pattern of occupational roles generally 
in our society [the role of the medical practitioner] is 
therefore, in addition to its incorporation of achievement 
values, universalistic.,.” (1951). Freidson goes on to 
discuss the clinician’s attitude towards criticism of fellow 
members of the profession and discipline of those who violate 
codes of professional conduct both as to clinical practice 
and general comportment (abusers of alcohol and drugs,etc.): 
While self-criticism is acceptable, 
criticism by others is not... Suspension 
of criticism is considered necessary in 
the light of the imputed inevitability of 
mistakes and also in light of the ascribed 
inability of the layman to accept the 
inevitability of mistakes... Thus all 
practitioners should stick together, 
preserving a united front against criticism 
by outsiders. If one practitioner cannot 
restrain himself from criticizing another, 
he should at least do it in private, to 
the man’s face, or at worst within a 
closed professional circle...When bad per¬ 
formance is recognized by practitioners 
on perceiving errors or incompetence, what 
do they do? (ibid). 
According to Freidson, the miscreant physician is usually 
disciplined by relatively informal means. He may be stripped 
of his current position but rarely is he expelled from the 
profession unless much publicity surrounds the case. 
Several vignettes involved such issues as that of professions 
self-scrutiny. In particular, Vignettes V and VI showed the 
seniors more likely to endorse an activist stance vis-a-vis 
informing the patient or patient's family of the medical errors 
involved. Differences in approach were again noted between 
the AB and the C groups. 
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Concerning answer VI-3, an A3 senior student stated: 
I chose number 3 [as best], I’ve done this 
a number of times to a patient, when I’ve 
made a mistake. I tell the patient I made 
a mistake. It's happened on L.P.s and on 
other procedures and I know it will happen 
to me again. And if the patient feels in 
the face of my mistake that he’d rather not 
have the studv done, I think that's appro¬ 
priate too...But I think you can try to put 
it in it’s perspective and explain that it’s 
an unfortunate mistake and it’s something 
that should be tolerated and I’m sorry but 
that's that. 
And an AB freshman remarked: 
I think the patient has every right to have 
a low oD-inion of the medical profession if 
this is the way it comports itself. I 
reallv don’t see anything wrong with the 
patient losing confidence in ohvsicians. 
It seems to me that doctors aren’t gods 
and if they are going to justify being 
respected, then they have to act in a 
respect-worthy manner. This is not a 
case of that, I think if the patient gets 
mad that’s really probably the right 
response. I think if it happened more 
often, there would be fewer cases of this 
kind of thing. 
A freshman pointed out that by following the course of 
action described in VI-3, the patient might actually be re¬ 
assured, The patient would learn that repitition of the 
biopsy had not been necessitated by a finding of severe dis¬ 
ease. A senior remarked that VI-3 might actually increase the 
patient’s trust since he would know his physicians were ’’level¬ 
ling with him.” 
A freshman who rated VI-3 worst and VI-4 best said: 
I do think it’s important [for patients 
to have faith in their doctors] and that’s 
why I guess I answered the worst would be 




You know, it’s an odd thing. I 
haven't personally been socialized 
enough to think that doctors need to 
protect one another. That in fact, 
we might find doctors saying to one 
another "even doctors make mistakes." 
But they wouldn't say it to a patient 
or they wouldn't use that as an explana¬ 
tion to a patient for a procedure that 
was not successful. And yet, from the 
patient's side of it, in overhearing 
people at the supermarket or at home, 
it's certainly a common explanation 
for things. 
Another freshman who chose VI-4 best and VI-3 worst remarked 
The reason I liked that over the others 
was that he was interacting with the 
surgeon and not the patient who is await¬ 
ing to know whether or not he was dying. 
A bad mistake was made and you don't sit 
down with the patient and burden him with 
it now. 
None of the group C freshmen, however, were terribly op 
timistic that interecession with the surgeon about the bill 
would be very effective. While they seemed most concerned 
about the effects on the patient, several wished that VI-2 
had sounded more "reasonable," 
Giving someone a Diece of my mind. 
It's not a very professional way to 
approach people...If it had said 
"discussing it with other phvsicians" 
I might have been inclined to rank 
it higher. 
A student who selected VI-2 best said: 
I think speaking to the patient's 
physician, that would be really im¬ 
portant...! think ideally the most 
important thing would be to deal with 
it with the ohvsicians then and there. 
The next thing would be to deal with 
it with the patient's physician. 
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Seniors who rated VI-3 low usually also applauded the 
"even doctors make mistakes" part of the answer. They felt, 
however, that it was inappropriate to burden the patient 
about the bill, since that could be relatively easily taken 
care of through the surgeon. They also tended to question 
the timing of the announcement to the patient, although they 
felt it might be more appropriate later on. 
Question V raises the issue of a more serious trans¬ 
gression against a patient. The group AB students in both 
classes again considered attending to the patient’s family 
as the primarv goal. C-Croup students were more concerned 
with the effect on the student; the harm done to the family 
"could not be undone," they felt, so "there’s no use going 
through all the past as far as what can be of benefit to 
the future." Some of the students advocated psychiatric 
help (V-l). Others thought that answer V-2 was more appro¬ 
priate. An occasional student ranked V-4 rather high, al¬ 
though almost evervone else deplored it. A freshman who 
rated V-l best described his thinking as follows: 
I could see the student being very 
severely depressed and I personally 
don’t think it was his fault. I don’t 
think he should do anything rash to 
damage himself further... maybe he’s 
got his head together so well he just 
realizes that everything is alright. 
But if he doesn't, it would be fool¬ 
ish to ruin a career. I think he 
should get some psychiatric help, 
counselling. ^robablv, I know it 
isn’t the first mistake that has been 
made in the medical profession. And 
I don’t think he should ruin a possibly 
valuable career because somebody else 
just negligently just let him do it. 
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A senior who ranked V-2 best discussed it as follows: 
Basically the student shouldn’t let 
this interfere with his career and 
that he should take this in a way 
that it’s a very serious mistake. 
And he therefore should work all the 
harder to prove his worth and over¬ 
come his error...He's going to have 
to look at it from the standpoint that 
he will probably do a lot of good in 
medicine if he can learn from this 
mistake and go ahead from there,.,He’s 
going to have to live with it and use 
it in the best way by saying ’’this has 
to be an example for me, and it will 
never happen again," 
The most succinct version of the A3-Group position to the 
situation presented by V was provided by a freshman: 
Well, T thought this one was pretty 
straightforward. Obviously a full 
confession is in order. Number 3, 
Hospital Ethics Committee. Obviously, 
the worst thing is to grub grades, 
Number 4...The resident is not dis¬ 
ciplined and the Chief is saving the 
matter is closed. I mean this whole 
thing is a messed-up deal. The resi¬ 
dent shouldn’t have told the student 
to administer the drug. The student 
should refuse to in that situation to 
administer the drug, or at least should 
have figured out how to administer the 
drug. Killing the patient -- they 
, figured out why the guy died and then 
said "well, we’re going to forget it," 
That's wrong. 
While these students felt that psychiatric help might be 
useful, several pointed out that the student’s feelings of 
guilt would be quite appropriate, since a "real thing has 
been done." But they were universally critical of the 
philosophy expressed in V-2: 
He’s got no remorse at all. Didn’t 
let that deter him from pursuing a 
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career, work hard, and he has only made 
one mistake so far. 
In general, the A3 students were more aware of the roles 
of the Chiefs of Medicine and Pathology who had declared the 
matter ’’closed," C students usually only recognized the 
involvement of the resident and the student, unless prodded 
by the interviewer. 
One trend relevant to Freidson’s contentions does emerge 
in this question, particularly among seniors of both AB and 
C groupings. As already quoted above, a student who vehe¬ 
mently rejected answer V-3 said: 
I think the two major points are to see 
that the mistake doesn’t happen in the 
hospital again by being a lesson to 
the hospital. That’s an in-hosoital 
situation. The other major thing is” 
to get financial support and to care for 
the familv on the outside. That’s an 
outside situation ... You take''care" [.'the 
inside situation J on "the TnsTdV. YciT~ 
ta^e~carer of whatshould be taken care 
oT on the~ ''outside' bn the""outside fItalics 
added), 
Tills awareness of the ’’inside” and the "outside” was generally 
found among those who supported answer V-3. 
Well, again, I think the Ethics Committee 
is good because it’s an in-hosoital or¬ 
gan and the staff can’t really' 1egit1- 
matelv complain about that. 
Or: 
Again, it’s back to the Issue of where 
malpractice belongs and it's not some¬ 
thing that should be Ignored, It’s not 
something that should be covered up. 
It’s something that should be brought 
to the attention of those people who are 
involved with dealing with~it'further 
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in this case, the hospital Ethics 
Committee... The family again has the 
right to be fully informed but through 
proper channels. 
Another senior discussed the possibility of reprisals if he 
contacted the Ethics Committee: 
But you see you’re going back to the 
fact that doctors don’t fuck over other 
doctors and that probably wouldn’t 
happen...not [to those who] make mis¬ 
takes, but to [those who] make trouble... 
Well, the squeaky wheel is greased... Right 
now I think that if you blow it, you gotta 
take care of the responsibilities. The 
question is, that’s the student idealis¬ 
tically [sneaking]. What if you are 
suddenly the surgeon and you're putting 
the suture in and you tie it off. Will I 
then want to do the same thing? I don’t 
know. Because the question is one of an 
honest mistake. If I felt that I made the 
mistake and didn’t check really where the 
artery was when I put that suture in and tied 
it off, what would I do then? I don’t know. 
I hone I would be able to do [number] 3 
here. If I felt I had checked thoroughly 
and I thought that I was putting the needle 
in the proper location and I had thought a 
about the location of the artery and [that 
it] might be right there, considering the 
angiograms, and I put that needle through 
and tied off the coronary artery, then I 
would not feel obligated to do this because 
I felt I had done my best and done the 
things necessary to avoid that and it 
happened anyway, despite my best nature, 
well then, O.K. But if you made a mistake 
and hadn’t checked -- and mv Cod -- I 
really blew it. I hope I have the courage 
to do that [number 3]. 
The only student who proposed a systematic solution to 
this sort of problem was a senior who suggested that in all 
cases concerning deaths with an iatrogenic component, families 
be sent a pathologist’s report. This individual was the only 
one interviewed who volunteered that such dilemmas might re- 
. 
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quire an explicit and systematic attempt at solution. 
It Is clear from question V that by the time they are 
seniors, students distinguish between the "inside” and the 
"outside” of the medical world. An attitude that things 
are best done "through channels" on the "inside" prevails. 
Seniors appreciate that doctors are loath to treat erring 
colleagues harshly. 
It is clear from the interviews on questions II and III 
that freshmen dislike "going-outside-of-the-system" answers 
as strongly as seniors. The statistics bear out this ob¬ 
servation. A fev; students in each of the A3 and C grouns 
agreed —• with prodding •— that in the face of repeated, 
blatant negligence, internal channels having been exhausted 
thev might with great reluctance consider "going public," 
Others in both the A3 and C groups in both classes steadfastly 
maintained that they would never do so. The first year AB 
students, however, agreed more readily that "public opinion" 
might help to reform the medical profession. Thev were more 
symnathetic to the notion of "going public" than were the 
seniors. As one A3 senior put it: 
I guess I was never impressed by 
issues that were settled bv mass 
hysteria, I think things can be 
settled in a lot better wavs—bv 
dealings in the back-room. 
Granted that the "going-outside-of-system" answers are 
deliberately provocative -- particularly in question II where 
the most ambiguous set of facts is combined with the most 
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extreme choices.* it is interesting nonetheless that even 
freshmen medical students have such an aversion to these 
answers, even when the interviewer attempted to make them 
more palatable: 
I: Can you imagine a circumstance where 
vou would feel it necessary to take 
action like in number 5? 
A: It's a terrible thing to say. But if 
this sort of thing, especially incom¬ 
petence , happened repeatedlv and nothing 
was done, then I think some action would 
need to be taken. And it’s the kind of 
thing I would seek some support on in 
terms of other medical s Indents ., other 
people in the "hospitalboard ot dir¬ 
ectors . . . (I t ali cs" addedTT~ 
We cannot compare these findings to the responses of 
law students or other comparable groups of graduate students 
on issues of professional self-scrutiny. Further, we have 
only a small interview sample at one medical school, Freidson 
suggests that the unfavorable attitude of the medical prac¬ 
titioner to outside criticism and review is based on: 
The visibilitv of performance [being] 
problematic in clinical work involving 
a personal and confidential service... 
The clinician... emphasizes his own 
personal responsibility...He asserts his 
autonomy. In addition, perhaps reacting 
to the extended period of supervised 
practice he went through in the course 
of his professional training, he stressed 
his maturity: ’I’m a big boy now,' he is 
*1 consider this to have been unfortunate. This is the ques¬ 
tion I would change most if I were repeating the study. The 
first year students found this question by far the most 
factually difficult to understand. Further, no answer in 
this question sufficiently paralled the Inform-Patient an¬ 
swers of the other vignettes. 
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wont to say. Being supervised is synony¬ 
mous with being a student. It implies 
not being trusted with one’s resoonsi- 
bility. (1971), 
Yet, the freshmen students in this study, three weeks 
into medical school, differ in degree perhaps, but hardly 
in kind from the seniors in their conception of the separation 
of ’’the inside” and ’’the outside.” Is this a view common 
to others of their age and educational background? Are these 
attitudes somehow especially adaptive to the pre-medical 
student's life? Does this suggest an identification with 
the medical profession prior to entering it? Where in ’’lav- 
culture” might these views be nurtured? 
Concerning Vignette II, the interviews were not very 
fruitful in helping to understand why the seniors ranked the 
No-Action strategy of II-2 significantly higher than the 
freshmen. Virtually every student expressed a dislike of 
inaction, one senior going so far as to say that he preferred 
’’doing harm” to doing nothing. While students agreed with the 
second part of this answer concerning ’’harm befalling a 
patient,” there was general agreement that this rationalization 
had no bearing on the student’s response. It thus remains 
unclear why seniors were found to rate this answer differently 
from freshmen and whether this difference resulted from empha¬ 
sis on one part of the answer or another. 
Zola in his article, Medicine as an Institution of Social 
Control (1972) states that: ’’The change of medicine's commitment 
from a specific etiological model of disease to a multi-causal 
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one and the greater acceptance of the concepts of comnre- 
hens.ive medicine, psychosomatics, etc,, have enormously ex¬ 
panded that which is or can be relevant to the understanding, 
treatment, and even prevention of disease." Zola theorizes 
that our conceDts of illness are inextricably bound with moral 
judgements, and notes the "use of medical rhetoric and evi¬ 
dence to advance any cause" both among physicians and the lay 
public. Statements by students in both classes concerning the 
civil liberties of the psychiatric in-patient in Vignette III 
are relevant to Zola’s contentions. 
One senior spontaneously volunteered the following com¬ 
ments while discussing the third vignette: 
Certainly monitoring of calls [of patients] 
occurs and I think that’s an invasion 
of civil rights. I don’t feel that should 
be occurring unless significant informa¬ 
tion [is] coming out of it. And it shouldn’t 
be a routine thing on a patient that wouldn’t 
be deemed dangerous to the society...I might 
monitor once or twice, even with [friends oF 
the patientJ in the hones of finding some 
things that might be of value in terms of 
his therapy. I don't like the idea or it 
happening" to me, but I know it happens... 
It certainly should be kept with confiden¬ 
tiality and no action except for therapeu¬ 
tic action should be take~n on the' basis of 
the phone calls. But I Tee 1 it’s in the 
realm and Jurisdiction of the physician to 
do that" (Italics added). 
Another senior had comments in a similar vein about the rela¬ 
tion between civil liberties and therapy although his ambiva- 
*This student was the only interviewee to read the x-/ord "moni¬ 




lence was clearly more marked: 
You may...out of necessity have to 
violate "civil liberties of the 
patient” having their best interests 
at heart... It may have been the same 
thing with the telephone — in order 
to assert its authority you have to 
place restrictions on this particular 
patient and although it is against 
civil rights it's" in his best interests 
and it'sconsistent with the therapy'"* 
and mode of treatment the people had in 
mind...This is a very insignificant 
case but the potentials of getting five 
or six steps up the ladder where sig¬ 
nificant civil rights are being vi'ola- 
ted is the next question in [my] mind 
• * «What I think is at stake he^e is the 
individual patient and not the civil 
liberties ... There may be ‘ ■ s y s" ten-wide 
abuses'* of civil liberties but proba¬ 
bly for good reason. But there’s proba¬ 
bly also not good reason for a lot of 
civil liberties abuses. This may be 
one of the cases. It’s hard to tell. 
I: How do you tell? 
A: I don’t know. What can one sav? Clin¬ 
ical judgement. It's very difficult on 
something like this to sav should one 
be allowed to abuse someone's civil 
liberties. I think yes. However, I 
can't define a reason whan I would say 
yes, but then on the some reason in 
different circumstances, I might say no. 
Two freshmen students also shared the view that "for the pa¬ 
tient’s own good” a physician might violate "civil liberties. 
The first marched to the beat of one drummer in particular: 
He talked to the resident and the resi¬ 
dent tried to say "well, you know, the 
law is the law, but we’re treating a pa¬ 
tient” .. Although they weren't in total 
agreement with the law, I thought the 
law was secondary in this situation. 




A: About the law being secondary? Well, 
I kind of believe in Henrv David 
Thoreau’s thesis that — laws can be 
broken, not that they can, but should 
be broken if it's in the best interest 
to break the law. 
The second freshman who advocated this point of view summarized 
in his own way the arguments of many psychiatrists: 
I don’t know if law students know better 
than medical students what is best in 
this complicated legal matter. It is 
a therapeutic set-up and mavbe the law 
students say "well, what we should do 
is..." and then they cone up with an 
answer which would put the oatient right 
over the borderline and make him schizo¬ 
phrenic and traumatize him. Whereas 
the doctor, so mavbe it’s even a little 
illegal but we’re helping him. It could 
be that if they really had his best 
interests at heart they might even 
break the lav; a little bit to help him. 
I: How do you feel about that? 
A: Breaking the law to helD a patient? I 
may be relying on a crutch bv saying it 
depends on the situation. It sounds a 
little strong -- breaking the lav; to 
help a oatient, But I would prefer to 
stay within the lav;.,.I don’t know if 
that is kosher, but I think I would 
prefer 99% of the time to stav within 
the law. But if it would heln the patient, 
I would be willing to break the law to 
help a patient. 
These last remarks are particularly poignant because, 
more than the others, this student is struggling to choose 
between conflicting ideals ■— the laws of men, or the laws 
of the doctor. 
Even some students who advocated Inform-^atient in 
question III and felt the patient was being unfairly treated 
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discounted the legal aspects of this question, A fourth 
year student who selected as best III-2, the Inform-Patient 
answer here, remarked: 
Well, the legal problems are really the 
side-issue here, I think what's impor¬ 
tant is the patient's care and I think 
the reason you would get excited about 
them withholding phone calls is that 
I'm not convinced it’s good care. If 
you find that the ward staff seems to be 
more interested in maintaining oeace and 
quiet on the floor and..,the natient is 
kind of lost in there, the individual is 
lost,,.I think the legal issue really is 
a side-issue. If he wants to fight after 
he has left the hospital and when he is 
completely healthy and has no other oroblems, 
I think that's 0,K,, but I don't think the 
legal issue is part of getting cured. 
This student's view follows the tendency to focus on 
the individual patient which was discussed above relative to 
question IV, In this view, all is secondary to the needs of 
the individual patient. Here too the freshmen differ from 
the seniors only quantitatively, not qualitatively. Again 
it is unclear whether the organization of medical practice 
or medical school is crucial for determining these views. 
These findings suggest that this view of patients may be 
already present — albeit in somewhat inchaote form -- in some 
students at the time of their entrance at least to this medi¬ 
cal school. 
This focus on individual patients reappears in student 
discussions of the need for change in medical care and educa¬ 
tion. We have already quoted one student who emphasized that 
"until more people feel that way [that care should be organized 
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differentlv], I don’t think that there are going to be 
ultimate mental health care system changes." Both freshmen 
and seniors, chorused this view although one student did 
say: 
I guess ideally I think the system-wide 
abuses could be best changed by start¬ 
ing at an individual level, although 
there are moments when I think what might 
be better would be just to legislate a 
change and then everybody has to stick 
by it whether they like it or not. 
Another senior said "it might be nice if there was a system" 
to deal with issues like that of informing families in cases 
of iatrogenic death. He, however, did not see himself being 
involved in establishing one. The senior who was most 
adamant about the need for reforms still took a very indi¬ 
vidualistic view of the problem: 
I don't know if thev are so much policy 
decisions. I think it's more that voung 
doctors have to decide for themselves where 
are they going to direct their energies, 
what kind of medicine they are going to 
practice and I think it's a very individual 
decision. I would just hope that people 
would make more individual decisions where 
the commitment would lie towards... the best 
possible health care delivery for the most 
people regardless of where is your economic 
standing. 
Earlier, with regard to malpractice, he noted: 
I think there are fairly good legal 
means of dealing with these problems. 
But the Drofession has to be educated 
and professional people have to be 
intelligent enough to take stands a- 
gainst their peers...It’s part of 
what is wrong with modern medicine 
today. It's the same reason why there 
is no national health care. Doctors 
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are concerned with living in a $100,000 
house with three cars and health care de¬ 
livery is a subservient issue. Add if you 
start questioning the validity of certain 
of your neers* 1 decisions, you're letting 
yourself in for a great deal of flack... 
I hope some time in the future it won't 
happen. But it's a very unfortunate 
situation,* 
At the conclusion of his interview, one very idealistic 
freshman offered the following views on reform of the medical 
profession: 
I think it's just something that will have 
to start sort of all on its own and in ten 
years mavbe hopefully everybody is thinking 
the same way and things will stop happening. 
3ut if they are going to stick to the old way, 
it will continue. 
*This student went on, after being asked whether he thought the 
issue was "purely financial" to make an argument about the 
clinical mentality very similar to Freidson'sr 
I think a good oart of it [is], A lot of it 
is that whole ego-tripping game that a doctor 
can't deal with the fact that he’s made de¬ 
cisions and some of these decisions have 
cost peoples' lives. Which is that he if he 
ever had to face that reality head on, he 
would perhaos encumber his ability to make 
future decisions. So he denied the Dossi- 
bilitv that he can make wrong decisions. 
And by recognizing that other people have 
made wrong decisions, you’re in a sense ad¬ 
mitting to your own fallibility as a doctor. 
And that's difficult to do. So there is a 
sort of ego game that you play and I think 
there are very real financial concerns that 
enter into making that kind of decision... 
Part of the ego game you play is adaptive 
and part of it is just the mystique of the 
omniscient doctor figure. But it always a- 
mazed me that the mvstique surrounding the 
doctor-figure — and it hasn't diminished 
in my mind in any sense. It's unfortunate 
and I think to a large extent it makes a diff¬ 
erence in how we approach patients and how we 
deal with problems... 
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I: How will people start thinking in a 
different way? 
A: Well, if this student jumps up and down 
it's not going to change anybody’s think¬ 
ing. I don't think that it would. How 
do you change peoples’ minds? Well, 
probably in their education from way 
back, not in medical school. From way 
back. Choosing the people who most 
likely would not do these criminal, 
evil things. 
On the question of the importance of medical education 
for the values and attitudes of medical students, it is clear 
where this student stands, at least for now. The data culled 
in these interviews, suggests that, at least some attitudes 
that have been viewed as formed by ’’medical" and "medical 
student" culture are present in nascent form among at least 
some entering freshmen. My work suggests that this is 
certainly a topic worth more detailed study. 
My findings show that a larger group of fourth year 
students are more likely to select Inform-Patient answers. 
The orientation of the Inform-Patient group is primarily 
towards the patient, other considerations being seen by them 
as secondary. Mot only are the seniors in this group more 
numerous, but they are more likely to see their responsibility 
and relation to the individual patient as more fundamental 
than responsibilities and relations to others in their own 
or in the patient’s social world. 
This study cannot predict whether the current freshmen 
class respondents will after four years of medical school 
show a pattern of response similar to that of the current 
« 
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seniors. Nor can this study provide information about the 
response pattern of the current seniors four years ago, Even 
if such a longitudinal pattern could be discerned here, it 
still would not necessarily be valid for other classes or at 
other schools. 
The interviewees themselves wondered about the possible 
effects of four years of medical school on their responses 
to the protocol. One freshman thought that perhaps after he 
knew "more medicine" he would answer differently. Other 
freshmen — especially in the C group — wondered if perhaps 
they would be less skittish about approaching patients later 
on. The AB students wondered if they might get "soured" on 
some activist measures. The seniors, however, generally 
thought that they had become less activist towards ethical 
issues than they were when they first entered medical school. 
One student thought he had become more passive during his 
years in school: 
As you do become closer to becoming a 
doctor you find that some of these things 
were much more important to me when I came 
into medical school than thev are now. And 
I guess I have come to accept human error 
and inadequacies more than I did when I 
began, I think part of it is because you 
are becoming part of that system and so by 
knocking it you are knocking yourself and 
that’s hard to do. I think there is a lot 
of internal pressure not to knock the system 
—if you are a physician, I think there is 
a lot of pressure from other physicians, 
especially in your specialty,pressure not 
to criticize how things are done. 
Another student was less certain about the change in his 
reactions over four years of medical school: 
• 
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I think I can reallv see how my answers 
have changed or would have changed in 
looking back on what I would have been 
like four years ago answering the same 
questionnaire. I don’t know. Does that 
mean that medical training has slanted 
me to think like a doctor? 
I think four years ago I would have said 
that on a lot of the questions about full 
disclosure, I would have been a little 
more energetic as far as oursuing outside 
sources such as County Medical Society, 
American Civil Liberties, writing letters 
to the newspapers, writing letters to 
families, things like that...Nov; whether 
I would actually would have I don’t know... 
Maybe I would have been leaning in that 
direction then, more than I am now — sort 
of working within the system.,, 
I: What’s changed? 
A: I don’t know...I wonder if that’s what 
it means when you become hardened as a 
physician and you don’t really care any 
more. 
In general, seniors, both interviewees and non-inter¬ 
viewees express surprise and skepticism when told of the 
results of the statistical section. They felt sure that they 
had become more callous, "socialized,” hardened. Indeed, 
the working hvootheses formulated for this study — by a 
senior medical student — shared their view that senior 
students would be far less "activist" than freshmen. 
Perhaps this perspective of the seniors is due In part 
to their own experiences with actual situations similar to 
the ones in the vignettes. If the personal anecdotes of the 
interviewees are any indication, these students generally 
remained silent; despite their condemnation of inaction, 
they took none. One senior commented about ranking his an- 
■ 
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swers to the second vignette: 
' I was in a case like this, very similar. 
I was in something which was obviously 
malpractice. And I was the student on 
the case. So I said I might as well put 
down what I did which was basically 
nothing except talking to a lot of 
people about it to get rid of some of the 
anxiety I felt and [to] help me think 
about it...I feel the issues still haunt 
me. I still think about it.* 
This student in particular almost always thought the 
Inform-Patient answers were best, but felt that "in reality” 
he would not have done them, thus he rated them generally 
quite low. He distinguished what he felt were his ”ideal- 
istic” impulses — what he might have done ”in theory” — 
from what he felt was the reality of his life as a medical 
student, 
For the most part, the questionnaire and the interview 
give data on students in a situation where they can give free 
play to their idealism. Like that of 3ecker (1961; and 
Becker and Geer, 1958a), this study confirms that medical 
students remain highly idealistic to the end of their medical 
school training. The interviews also capture much of what 
Becker (19 56 ) has termed the ’’repertoire of mixed emotions” 
of the medical student. 
Provocative questions remain: Why is it that seniors 
perceive themselves as so different, so less likely to be 
"activist” than when they were freshmen? Is this a form of 
*Here, perhaps, is a possible reason why seniors rated the 
No-Action higher than freshmen on this vignette. 
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"retrospective amnesia?" Is this another of the "folkways" 
of the medical profession? Is the question asked by the 
medical students described by Kenlston — "Are we leaving 
the human race” — related, as Keniston posits, to "the 
growing awareness that they have simply stopped reacting 
emotionally to experiences... about which they were extremely 
apprehensive?" (1968) Or is it that they feel unable in 
reality to act on the feelings they do have — with the con- 
commitant sense that they have betrayed their ideals? Finally, 
what Is the effect on these students who have tested their 
idealism against reality and found themselves wanting? 
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SUMMARY AND CONCLUSIONS 
In the foregoing sections we have seen that senior medi¬ 
cal students are more likely to endorse intervening directly 
with patients than are freshmen medical students. 
Two distinct groups were identified on the basis of their 
responses to the Inform-Patient answers. The group that was 
more likely to rank these answers high (the A3 group) contained 
a majority of seniors. The interviews demonstrated that the 
main focus of those in the Inform-Patient (A3) group was 
"patient care" and "patient rights." 
The other group of students (the C group) while voicing 
a concern for patients and their families, stressed several 
other issues which caused them to rate the Inform-Patient 
answers lower. Some particularly emphasized the importance 
of maintaining harmonious patterns of communication; some 
considered the role and position of the student as paramount; 
others were most concerned with maintaining intact the hier¬ 
archy of medical authority. This multiple set of concerns 
among the C group students is reflected in the statistical 
results where no consistent alternative answer type emerged 
among those who rated Inform-Patient answers lower. 
Students in both classes feared that manv patients would 
not be able to handle full information concerning the issues 
raised in the vignettes. This was true of both A3 and C-group 
students. Freshmen in general were more unsure about the 
effect of directly aonroaching patients, but the A3 group 

freshmen overcame these doubts more easily. 
The observed difference between the classes in their rank 
ing of the answers to the dying cancer patient vignette (#IV) 
was hypothesized to be due to seniors greater experience with 
the dying patient and also to seniors’ greater orientation 
toward the individual patient in their view of the doctor- 
patient relationship. Freshmen had a less ’’particularistic” 
view of this relation and accordingly were less likely to 
perceive family members and other non-patients as secondary 
to the individual patient’s care. 3ut the difference between 
the classes in their respective perceptions of patients — as 
to both patients’ primacy in the care relationship and pa¬ 
tients’ ability to deal with distressing information — was 
merely one of degree. 
Freshmen and seniors also differed in their attitudes 
toward informing patients of medical mistakes. Seniors gen¬ 
erally favored informing the patient — even those who con¬ 
sidered doing so inappropriate in the specific instance 
claimed they favored the general principle. 
Both seniors and freshmen eschewed notions of "going- 
outside-of-system,” although AB group freshmen seemed slightly 
more tolerant of this idea. Seniors and freshmen alike shared 
a sense that some matters were better kept "within the pro¬ 
fession," This finding contrasts sharply with Freidson’s 
hypothesis that physician’s rejection of public scrutiny of 
certain medical matters is due to the character of their train 
ing and the nature of their practice (1970), 
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Some students volunteered that they would be willing to 
violate patients’ civil liberties for the patients’ ’’own good.” 
Even some of those who considered such an approach inappropri¬ 
ate in the given instance (Vignette III) remained less con¬ 
cerned with Issues of civil liberties than with questions 
of patient care. 
Seniors and freshmen in both AB and C groups generally 
felt that "reform” of the profession would mostly come from 
"good people" who practiced differently or who had different 
attitudes from their predecessors. Most ignored or explicit¬ 
ly rejected the idea of more systematic change imposed by 
laws, rules or other formal procedures. 
Seniors perceived themselves as less "activist," more 
"socialized," and "hardened" since entrance into medical 
school. Freshmen already wondered if this fate would befall 
them. Students in both classes were found to be manifestly 
quite idealistic; this confirms the conclusions of Becker 
and his co-workers (1958a, 1958b, 1961) that senior medical 
students remain idealistic after four years of medical school. 
Seniors, in this study, however, generally described them¬ 
selves as having felt unable or unwilling to act on their 
idealism in real situations like those presented In the 
vignettes. It was suggested that the nature of medical 
students’ idealism be scrutinized in greater detail. 
The large degree to which fundamental professional 
attitudes were found to be shared by freshmen and senior medi¬ 
cal students raises serious issues regarding the importance of 
' 
pre-medical training and self-selection factors prior to 
medical school admission in shaping the attitudes of medical 
students, 
Although this instrument used in this study has proved 
its usefulness, especially when combined with interview data, 
further, more wide-ranging, studies are called for. It is 
clear that the questions raised by this study cannot be an¬ 
swered simply by more studies of medical students. 
Comparitive work on law students, nursing students, and 
other pre-professional, graduate, and professional students 
are required. Further, it is high time that systematic, 
critical studies are performed on the practice of physicians 
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Please answer the following questions about yourself and 
hand in this completed form with your completed answer sheet. 
Thank you.very much. 
PRUVLDEj^LJPHE. NEAR OF THE MEDICAL SCHOOL HAIL ROOM IN 
.-SHOULD PLACE YOUR COMPLETED ANSWER SHEETS. 
Med school class s_ Ages _ Sex, __ 
Etlmic Identity, ___ 
-W-V0/! (Indicate if you are atheist or agnostic) * 
Year of college graduationt 
College majors __ 
Degrees other than college (e.g., PhD., MPH, etc.)« 
Are you an M.D.-PhD. student? 
'ds*y.e YQ.U. decided yet on an area in medicine in which you will 
concentrate when you have finished your training? 
If so, what? ___ 
Politically, do you see yourself as i 
conservative _______ moderate _ liberal radical 
other (describe) _ 
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Below you will find a series of brief definitions which 
may be of assistance to you in completing the study. They are 
presented in the order in which they appear in the text. 
QUESTION # Il 
Boeck's Sarcoid (Sarcoidosis)» A chronic# often seriously debil- 
itating disease of unknown cause most commonly affecting the 
lymph nodes, lungs, liver, spleen, eyes, parotid glands; less 
commonly, other organs may be affected as well. 
Steroid Drugs» These are drugs related to hormones normally pro¬ 
duced by the adrenal glands which have wide-spread effects through¬ 
out the body. The steroid drugs are not usually curative; 
rather, they seem to suppress the clinical manifestations of dis¬ 
ease, although the specific reasons for this effect are unclear. 
QUESTION # III 
Emphysema» A chronic lung disease in which the size of the 
lung air-spaces is increased beyond normal; usually related 
to cigarette ?smoking. 
Bronchitisi Inflammation of the bronchi (the larger air passages 
in the lung). In its chronic form, also often related to cigarette 
smoking. 
Carotid Arteries t A pair of major blood vessels located in the 
neck supplying blood to the face, skull, brain, etc. 
Femoral Arteriesi A pair of major blood vessels supplying blood 
to the lower abdominal wall, the external genitalia, and the legs. 
Cardiac Catheterizationi A procedure in which a long fine tube 
(catheter) is passed from a peripheral blood vessel into the cham¬ 
bers of the heart. X-ray and other studies can then be undertaken 
to assess heart function. Such studies are often made of the 
heart valves and the coronary arteries — the blood vessels which 
supply blood to the heart muscle. These structures are made vis¬ 
ible (visualized) by injection of dyes which show up on X-ray. 
It is important to assess whether the coronary arteries show any 
narrowing or obstruction (occlusion). 
Aortic Valvei A structure that prevents backward flow of blood 
pumped from the left ventricle of the heart into the aorta. The 
coronary arteries originate in this area. 
Vasculari Pertaining to the blood vessels. 
Pulmonaryt Pertaining to the lungs. 
Ligationi Application of a constricting thread or wire to a 
structure. 
Left Coronary Artery (Anterior Descending Branch)i One of the two 
major branches of the left coronary artery. It supplies blood to 
much of the left ventricle and parts of the right ventricle of the 
heart. 
. 
GLOSSARY - PAGE 2 
Infarctiont A localized area of tissue death caused by loss of 
arterial supply or venous drainage to an area. 
Suture» A stitch or series of stitches made to secure appostion 
of the edges of a surgical or accidental wound. 
Cardio-Pulmonary By-Pass» A mechanical device through which blood 
diverted from the heart and lungs is pumped and oxygenated during 
open-heart surgery. This permits a relatively dry surgical field 
during such surgery. 
QUESTION # Hit 
Schizophrenia t A chronic mental disorder characterized by dis¬ 
orders of thinking, social withdrawel, emotional blunting, as 
well as delusions and hallucinations. In the Borderline states, 
delusions and hallucinations tend to be absent and personality 
function remains more intact. 
QUESTION # IV« 
Occult Bloodi Blood which has escaped from tissues in such 
small amounts as to only be detectable by chemical tests. 
Hematocrit» A measure of the volume of Red Blood Cells in whole 
blood. An indirect measure of the amount of hemoglobin (see below). 
Hemoglobin! The oxygen-carrying pigment of whole blood. A measure 
of the oxygen carrying capacity of blood. A low value indicates 
that anemia is present. 
Sigmoid Colont That portion of the left colon (large intestine) 
situated m the pelvis and extending to the rectum. 
Hetastasesi Secondary lesions developing at some distance from 
the primary site. 
Colostomy! Formation of an artificial opening into the colon. 
Often this opening is attached to the body wall, allowing the 
bowel to drain to the outside, rather than through the rectum. 
QUESTION # Vi 
Multiple Sclerosis! A common chronic neurologic disease charac¬ 
terized by multiple scattered lesions in the brain and spinal cord. 
Symptoms depend on the area(s) of the nervous system affected, but 
often include disturbances of vision, gait, speech, coordination, 
perception of position, and bladder function. 
Refractory! Not readily yielding to treatment. 
Urinary Retention! Inability or difficulty in urinating resulting 
in inadequate emptying of the bladder; caused by mechanical obstruc¬ 




Cholinergic Drugst Drugs that stimulate or mimic the effects of 
Acetylcholine.These drugs act to increase activity of gut, blad 
der, and exocrine glands, as well as causing a wide variety of 
other effects on many tissues in the body. 
IV_Pushi"IV" is an abbreviation for intravenous. "Push" is a term 
indicating that a substance given by the intravenous route is 
delivered in its entirety very rapidly. 
Cardiopulmonary Arrests Sudden cessation of the action of the 
heart and lungs. 
QUESTION # VIi 
Biopsyi Examination of tissue removed from the living body. 
Myopathyi Any disease of muscle. 
END OF GLOSSARY. 

On the next page you will find the first fact situation 
(marked ”1"). Please read it through carefully. Then, having 
read it through, turn to the subsequent page listing the in¬ 
structions for how to proceed. After having completed the 
first section, continue on to the next fact situation (marked "IX") 
and so on. There are six sections to the study. For each 
one you should have three pagesi the fact situation, the in¬ 
structions, and the answers, respectively. Be sure to mark 




A medical student is taking a clerkship on a a private 
medical service. The student becomes particularly interested 
in the case of a young black man suffering from Boeck's Sar¬ 
coid. The symptoms of the patient’s disease can be treated 
non-specifically with Steroid drugs. These drugs, however, often 
cause side-effects as well as dependency reactions in pat¬ 
ients using them. 
Prior to falling ill, the patient was employed as a 
laborer. Now, however, he is too ill to work. Also, by 
coincidence, the patient lost his medical insurance just 
prior to becoming ill, although neither the patient nor his 
physicians were aw^re of this until midway through the pat¬ 
ient's hospitalization. 
The University Service at the hospital runs a special clinic 
for patients with this disease. New, often experimental, 
treatments are used in this clinic with a special emphasis on 
different drug therapies. The head of this service confers 
with the patient's private doctor and offers to take over the 
care of this patient without charge. The private physician, 
however, refuses to transfer the patient saying that he is 
"interested in this disease too" and that he will make econo¬ 
mic concessions in caring for the patient. 
The student, concerned about what is best for the pat¬ 
ient, discusses the situation with his Chief Resident and the 
head of the clinic. The Chief Resident tells the student 
that the patient would "probably be better off" in the Uni¬ 
versity Service clinic. He feels, however, that the patient 
should be left in the care of the private physician since the 
latter is "quite competent" as well as "influential with the 
other private physicians". Besides, he says, "the private doc¬ 
tors are very sensitive since the University physicians often 
make them feel inferior". The head of the clinic adds that 
for this same reason, he doesn't want to look like he is 
"meddling" in the treatment of the patient. He adds that it 
is "wrong to try to steal patients from other doctors". 
PLEASE TURN TO THE NEXT PAGE. 

QUESTION # I INSTRUCTIONSi 
On the following page are a list of actions the student 
might take in these circumstances. While it is true he might 
undertake to perform a combination of these or something en¬ 
tirely different, disregard this. For the moment, think only 
in terms of each of these as separate and alternative actions. 
A blank sheet of paper is provided along with your answer sheet 
so that you may write in alternatives of your own devising. 
Flease read all the answers through thoughtfully. Then, having- 
read them through* 
1) Select the one answer which you feel represents the best 
action that could have been taken under the circumstances at 
that time. Mark this selection with a ”3" on your answer 
sheet in the appropriate space. (That is, if, for example, 
you think answer I-#l is best, mark "3" in the space next to 
■It 1 on your answer sheet. ) 
2) Select the one answer which you feel represents the wornt 
action and mark a "N" in a similar fashion in the appropriate 
space on your answer sheet. 
3) Returning to the answers remaining, rank these from best 
to worst indicating the best remaining choice with a r'l", 
the next-best remaining with a ir"2", and the worst remaining 
with a 3”. On your answer sheet, mark your choices in the 
appropriate spaces. 
Feel free to refer to the fact situation on the previous 
page while considering your answers. 
After having filled in all your answers for this question, 
please turn to the next question and complete the answers for 
it. If you have used the blank sheet provided with the test, 
please remember to hand it in along with your answer sheet. 
Any other comments you might wish to make about the test or 
an individual question would be most welcome. Please use 
the blank sheet to record these as well. 
PLEASE TURN TO Till TEXT PAGE. 
' 
ANSWERS FOR QUESTION # Ii 
1) Tho student shouldn’t take any action. The relationship 
between a physician and his or her patient should not be 
Interfered with. Besides, if the Private physicians are anta¬ 
gonized, the care of the other patients on the ward will be made 
more difficult in the future. 
2) The student should sit down with the private physician and 
discuss the situation. Perhaps the student has information the 
physician doesn't and vice versa. Certainly, colleagues ought 
to be able to get together and work out a rational treatment 
plan that is best for a patient. 
3) The student should tell the patient everything that has trans¬ 
pired. Patients have the right to be fully informed about all as¬ 
pects of their care. Whenever possible, patients should make de¬ 
cisions themselves about who treats them and what treatments will 
be used. 
4) The student should explain to the patient about the Universi ty 
Service clinic. However, he should recommend that the patient stay 
with the private physician. Even though the clinic is financially 
advantageous for the patient, he will probably wind up as a guinea 
pig if he gets treated there. Also, unlike in the clinic, the 
patient can get really personalized care from the private phys¬ 
ician who knows him well. 
5) What the student should do is to help keep the patient’s bill 
as small as possible. By really keeping up with the patient’s 
condition, the student can make sure that the patient is dis¬ 
charged from the hospital as soon as possible. Likewise, the 
student should remind the ward staff to consider carefully the 
cost of all laboratory studies and procedures before going 
ahead with them. 
PLEASE GO ON TO THE NEXT QUESTION. 

II 
.. A 6? £ear old white male is admitted to a medical ward at 
the local Veterans' Hospital for work-up of a heart murmur. 
n physical examination, the medical student discovers siqns 
of other chronic diseases in addition to hearing the heart 
murmur. The patient, a long-time heavy smoker, describes qet— 
ting short-of-breath after walking short distances and shows' 
physical signs of emphysema and bronchitis. The patient also 
shows signs of moderately severe blockage of his carotid and 
femoral arteries bilaterally. He complains of pains in his 
calves on exertion — most probably, thinks the student, due 
to impaired blood flow to the legs — and of episodes of diz¬ 
ziness, reversible one-sided weakness, and fainting — most 
probably, surmises the student, caused or influenced by lowered 
lood flow to the brain due to blockage of the carotid arteries. 
. . T^e ^nsulting cardiologists undertake a Cardiac Catheteriza- 
easo and ^0.eva*lf?te the nature of the patient's heart dis- 
? i advisability of surgery. They discover an abnormal 
aortic valve, apparently the cause of the murmur, although other 
measurements, e.g., of pressure and blood flow within the heart 
give results described by the cardiologists as ’’equivocal" in 
thf lmmedJate n<red for surgical replacement of the 
n^f?^d^Va^VG' iJhe Patient's coronary arteries are also vis- 
duJlng thls studY and are described as being "unoc- 
aae"Gd Thlt ^thin normal limits for a man of this 
age, Tnis finding is considered quite surprising given the 
patient's other, peripheral, vascufar disease. 
., Th^e nOW considerable debate among the cardiologists, 
the cardiovascular surgeons, and the residents and interns about 
th? disability of surgery. It is argued that the study has 
not definitively shown sufficient cardiac compromise to warrant 
rgery, especially m a man who is a poor surgical risk due t-n 
his pulmonary and vascular diseases. Ilternativlly, it is ar- 
rifteratimeet?atle^’S cafdiac status can only decline and at 
atel^®®tne patient wm be an even worse risk for sur- 
Finally, the cardiovascular surgeons and the cardiolo- 
the resident1"1 h fe^ommendation surgery, although some of 
le residents and interns still express doubts. The patient 
agrees to undergo surgery on an elective basis, although he is 
n^f°r^d tham thereals "a Chance" that he may not survive the 
operation. The patient is transferred to the surgical service. 
Some time later, after leaving his clerkship, the qfnHpnt- 
autwryrdisclosidefhatient died dUrlng surgery. -She learns that an 
autopsy disclosed the cause of death to have been "ligation nf 
Anterior Descending branch of the Left Corona^ Artery? causina 
tnlarction of cardiac tissue’.'. The report includes that 
ured in°niace °?f^rr®d ”whlle the replacement valve was being sut¬ 
ured in place with the patient on cardio-pulmonary bvoass a 
time when the heart vessels are poorly visualized due to thl ab- 
scence of blood in the heart'.'. The student learns that thl family 
he patient was only told that the patient "died on the table". 
PLEASE TURN TO THE NEXT PAaR. 
* 
QUESTION # II — INSTRUCTIONS! 
On the following page are a list of actions the student 
might take in these circumstances. TThile it is true she might 
undertake to perform a combination of these or something en¬ 
tirely different, disregard this. For the moment, think only 
in terms of each of these as separate and alternative actions. 
A blank sheet of paper is provided along with your answer sheet 
so that you may write in alternatives of your own devising. 
Please read all the answers through thoughtfully. Then, having 
read them through* 
1) Select the one answer which you feel represents the best 
action that could have been taken under the circumstances at 
that time. Mark this selection with a "3" on your answer 
sheet in the appropriate space. (That is, if, for example, 
you think answer I-#l is best, mark ”3" in the space next to 
#1 on your answer sheet.) 
2) Select the one answer which you feel represents the worst 
action arid mark a "W" in a similar fashioxi in the appropriate 
space on your answer sheet. 
3) Returning to the answers remaining, rank these from best 
to worst indicating the best remaining choice with a 4r"l", 
the next-best remaining with a #"2", and the worst remaining 
with a ^"3". On your answer sheet, mark your choices in the 
appropriate spaces. 
Feel free to refer to the fact situation on the previous 
page while considering your answers. 
After having filled in all your answers for this question, 
please turn to the next question and complete the answers for 
it. If you have used the blank sheet provided with the test, 
please remember to hand it in along with your answer sheet. 
Any other comments you might wish to make about the test or 
an individual question would be most welcome. Please use 
the blank sheet to record these as well. 
PLEASE TURN TO THE NEXT PAGE. 

ANSWERS FOR QUESTION # III 
1) The student should report the circumstances of this case 
to the County Medical Society. All potential cases of malprac¬ 
tice are most properly resolved in an investigation by this body. 
2) The student should not do anything. All physicians will un¬ 
doubtedly make a mistake someday which will result in harm be¬ 
falling a patient. The student is no exception. 
3) The student should discuss the matter with the Chief of 
Surgery at the Veterans* Hospital. This way the student can 
express her concern and perhaps provide input to help develop 
procedures so that such tragedies do not occur in the future. 
4) The student should write an anonymous letter to the pat¬ 
ient’s family suggesting that they obtain a copy of the path¬ 
ologist’s autopsy report and then consider suing for malprac¬ 
tice. This might help the family receive just compensation 
for the wrongful death and also avoids jeopardizing the stud¬ 
ent’s career. 
5) The student should send letters to the newspapers, patients’ 
rights organizations, and veterans’ organizations informing 
them of what has happened. It is only by arousing public op¬ 
inion that effective reforms will ever be made in the way 
medicine is practiced in the United States. 
PLEASE GO ON TO THE NEXT QUESTION. 
■ 
Ill 
A medical student interested in pursuing a career in psych¬ 
iatry is taking a clerkship on an in-patient psychiatric service. 
A young man in his early twenties diagnosed as a "borderline 
schizophrenic" is voluntarily admitted to the ward.- The staff 
feels that this patient "needs hospitalization very much", des¬ 
pite discussion in a staff meeting which concluded with a decis¬ 
ion that the patient was not legally "committable" under state 
law since he is not "dangerous to himself or others". As part 
of the treatment plan, the patient has been restricted to the 
ward and can only leave in the company of a staff member. Some¬ 
what later on, the patient was denied all telephone privileges 
since it was felt that he was "abusing" the use of the telephone 
by making very frequent long calls to his family and friends. Now, 
the patient can only receive in-coming calls and his time on the 
phone is carefully monitored. 
The general consensus among the staff is that the patient 
has "improved" on this regimen. The patient, himself, agrees that 
he "feels better now" than on admission, but has expressed un¬ 
happiness with the attempts to regulate his conduct and, in ac¬ 
cordance with hospital procedures required by state law, he has 
several times given notice that he wishes to leave the hospital. 
Each time this occurs, members of the staff have tried to con¬ 
vince the patient to stay. The patient is told that he is "still 
in need of help" and that if he leaves the hospital now, he will 
"probably wind up in the state hospital". On each occasion , the 
patient has withdrawn his request at the last minute. 
The student attends a lecture on "Legal Aspects of Mental 
Hospitalization". The lecturer states that it is a violation of 
state law for a patient to be denied access to the telephone if 
the patient wishes to make an out-going call. Likewise, the lec¬ 
turer states that it is "illegal" for hospital personnel to attempt 
to "cajole or harrass voluntary patients" to relinquish their in¬ 
tention to leave the hospital when notice has been given. 
The student discusses the situation with his resident who 
says that the student's job is "to learn psychiatry, not law’!. 
He adds that the student has done "great work and is getting an 
excellent recommendation" but that he'd "hate to see the student 
distracted by side-issues". 
The student approaches the Ward Chief who says that he apprec¬ 
iates the student's concern, but that "lawyers only understand law, 
not the treatment of mentally sick people". He adds that this patient 
is "testing" the staff to see if "limits and boundaries" can be 
set for his behavior. If the patient really wanted to leave, he 
could easily do so, notes the Chief, but the proof that the patient 
recognizes the need for help is that he has stayed on the ward. 
The Chief adds that "this kind of patient" must be carefully man¬ 
aged since they are at risk for becoming "completely psychotic" 
which greatly worsens the prognosis for "helping the patient 
achieve normal functioning". 
PLEASE TURN TO THE NEXT PAGE. 

QUESTION # III — INSTRUCTIONS I 
On the following page are a list of actions the student 
might take in these circumstances. IThile it is true he might 
undertake to perform a combination of these or something en¬ 
tirely different, disregard this. For the moment, think only 
in terms of each of these as separate and alternative actions. 
A blank sheet of paper is provided along with your answer sheet 
so that you may write in alternatives of your own devising. 
Flease read all the answers through thoughtfully. Then, having 
read them throughi 
1) Select the one answer which you feel represents the best 
action that could have been taken under the circumstances at 
that time. Mark this selection with a ”3" on your answer 
sheet in the appropriate space. (That is, if, for example, 
you think answer I-#l is best, mark "3" in the space next to 
#1 on your answer sheet.) 
2) Select the one answer which you feel represents the worst 
action and mark a "N" in a similar fashion in the appropriate 
space on your answer sheet. 
3) Returning to the answers remaining, rank these from best 
to worst indicating the best remaining choice with a ^"1", 
the next-best remaining with a #"2"> and the worst remaining 
with a ^"3". On your answer sheet, mark your choices in the 
appropriate spaces. 
Feel free to refer to the fact situation on the previous 
page while considering your answers. 
After having filled in all your answers for this question, 
please turn to the next question and complete the answers for 
it. If you have used the blank sheet provided with the test, 
please remember to hand it in along with your answer sheet. 
Any other comments you might wish to make about the test or 
an individual question would be most welcome. Please use 
the blank sheet to record these as well. 
PLEASE TURN TO THE NEXT PAGE. 

ANSWERS FOR QUESTION # IIIi 
1) The student should talk to the patient and try to be support¬ 
ive. The student can thus help the patient work through his 
negative and positive feelings about his hospitalization. After 
all, the ward staff has the patient's best interests at heart. 
2) The student should inform the patient of the patient's legal 
rights as the student understands them. The student should leave 
it up to the patient to seek legal remedies for his situation if 
he so desires. 
3) The student should contact the newspapers, the.ACLU, 
and mental patients* rights organizations. By taking 
these actions, the student will be helping many mental 
patients gain their civil rights. What's important here 
is not so much the individual patient, but rather the. 
reform of system-wide abuses of people's civil liberties. 
4) The student should take no action. It is not to the pat¬ 
ient's nor the student's benefit if the student antagonizes his 
superiors. When the student himself becomes a psychiatrist, he 
will be in a much better position to make real, meaningful 
changes in the mental health care system. 
5) The student should discuss the patient's case with his 
friends who are students at the university law school. The 
patient is entitled to legal advice and the law students will 
know better than the medical student what is best in this com¬ 
plicated legal matter. 
PLEASE GO ON TO THE NEXT QUESTION. 
. ' . . 
• . 
IV 
mitted to a private suraica?^6 f^"°m a,prominent family is ad- 
0n history, the intern finds with.abdominal complaints, 
insidious weight loss of 20 to 10 no! patlent has suffered from 
accompanied by loss of appetite Th^rft?VSf.the, laat few months, 
generally within normal limits * V^hySlcal eXam is 
that the patient's stools are ‘'nosiH^r7 Studles' however, show 
that the patient has alow^rL \ivf. for occult blood and 
studies of the bowel indirafo hemoglobin and hematocrit. X-Ray 
ion of the sigmoid colon‘\ " S P°°rly defined constricting les- 
mass is foun^in thetregion°ofUther^ ?n • exploration, a tumor 
The abdominal cavity is^tudded^^?0^1, lndlcated on the X-Ray. 
ogical studies confix that fhf T S™a11 metas^ses. Patholf 
Because the tumor ha^already Jpr^^ no °f * ^“t type, 
move it. A colostomy is perfomed and ^ is made to re- 
the ward. The surgeon inPoh*rA^ IS the patient is returned to 
her husband that the ’’operation won*-thGi ?aSe tells the patient and 
"•bowel problems" a colostomy was necessary. ^ that because of 
however, bytthetpatient^sesuraeonYanrtian^her®elf’ is info™ed, 
ure of the illness. The dauahter i d *nternist °f the true gat¬ 
her mother not be told savino ry upset» but insists that 
The patient's brother, also f Vysicifn00^1^’ t Stand the shock" • 
of the real nature of the patient^ I® S°°n after informed 
mands that the patient be Ld hV condition. He, however, de- 
that his sister's ph£sicij£car^V^S”' althou3h be insists 
refuse to inform the patient. Instead task* The Physicians 
patient's husband and explain to him ^Ver* they talk to the 
mated cancer. The husband, li^ AL 5 u1S W1fe has dissem- 
truth be kept from the patiAnt* h daughter, insists that the 
"I guess things are prettv^erious1^?3 t0 the intern* says, 
doing all they can.” She" adds”wAll ??UrS?^the doctors are 
I m not afraid to die.” ' e11* 1 ^ had a good life. 
PLEASE TURN TO THE NEXT PAHR. 

QUESTION # IV — INSTRUCTIONS t 
On the following page are a list of actions the intern 
might take in these circumstances, TThile it is true he might 
undertake to perform a combination of these or something en¬ 
tirely different, disregard this. For the moment, think only 
in terms of each of these as separate and alternative actions. 
A blank sheet of paper is provided along with your answer sheet 
so that you may write in alternatives of your own devising. 
Please read all the answers through thoughtfully. Then, having- 
read them throughi 
1) Select the one answer which you feel represents the best 
action that could have been taken under the circumstances at 
that time. Mark this selection with a "3" on your answer 
sheet in the appropriate space. (That is, if, for example, 
you think answer I-#l is best, mark ”3" in the space next to 
#1 on your answer sheet.) 
2) Select the one answer which you feel represents the worst 
action and mark a ".7" in a similar fashion in the appropriate 
space on your answer sheet. 
3) Returning to the answers remaining, rank these from best 
to worst indicating the best remaining choice with a ^"1", 
the next-best remaining with a ^"2", and the worst remaining 
with a rt” 3". On your answer sheet, mark your choices in the 
appropriate spaces. 
Feel free to refer to the fact situation on the previous 
page while considering your answers. 
After having filled in all your answers for this question, 
please turn to the next question and complete the answers for 
it. If you have used the blank sheet provided with the test, 
please remember to hand it in along with your answer sheet. 
Any other comments you might wish to make about the test or 
an individual question would be most welcome. Please use 
the blank sheet to record these as well. 
PLEASE TURN TO THE NEXT PAGE. 
•V 
. 
ANSWERS FOR QUESTION # IVi 
l) The intern should discuss with the patient in full the 
true nature of her illness. Patients have the right to re¬ 
ceive all information pertaining to their condition, even in 
the face of family objections. 
2) The intern should discuss the matter with one of the hosp¬ 
ital chaplains. These people have the greatest experience 
in counselling dying patients and their families. Perhaps 
it would be most appropriate for the chaplain to inform the 
patient that she has disseminated cancer. 
3) The intern should be supportive of the patient and her 
family during a difficult time. The patient already seems to 
have a pretty clear idea of what's going on. Besides, as long 
as the patient doesn't ask directly what's wrong with her, she 
probably doesn't want to know. 
4) The intern should sit down with the family members and ex¬ 
plain that in his judgement, from what the patient has said, the 
patient already understands quite clearly that she is termin¬ 
ally ill. He should advise them to reconsider seriously the 
option of fully informing the patient. He should agree, how¬ 
ever, to abide by the family's decision in the matter. It 
would be improper for the intern to make this decision uni¬ 
laterally. 
5) The intern should take up the matter with the Chief 
of the surgical service. In this complicated situation, 
involving a prominent family, the intern should rely on 
people with greater experience, otherwise his own career 
might be jeopardized. 
PLEASE GO ON TO THE NEXT QUESTION. 

V 
A medical student is taking a clerkship on a medical ward. 
A 23 year old black man, a known sufferer from Multiple Scler¬ 
osis and the father of two small children is admitted to the 
service for work-up and treatment of complications of this dis¬ 
ease, including refractory urinary retention. The patient is 
treated with the usual therapies, including drugs, but with in¬ 
explicably poor results. Ultimately, a trial of an experimental 
cholinergic-type drug gives success in managing the problem of 
urinary retention. This drug is administered intravenously and 
a special sample is sent daily from the lab. The patient has been 
fully informed about and has given his signed consent for the 
use of this experimental drug. 
One evening, the resident asks the medical student if the 
student wishes to prepare and administer the drug. The student 
agrees, having seen the residents and interns give the patient 
the drug on several occasions. The resident asks the student 
if he "knows what to do" and the student assents. The resident 
then gives the student the bottle with the drug and leaves the 
ward, saying he "has other things to do". The student then ad¬ 
ministers about 50 ml. of the drug by IV push as he has seen the 
house staff do it this way in the past. Within moments, the pat¬ 
ient undergoes a complete cardiopulmonary arrest. Furious re¬ 
suscitation attempts are to no avail. The patient is pronounced 
dead within an hour of the administration of the drug. 
After an autopsy, the Chiefs of Medicine and of Pathology 
confer and conclude that the patient died because the drug, as 
sent by the lab, must be diluted by a factor of 1*400, which the 
student failed to do. The student thus administered an amount of 
drug several hundred times the therapeutic dose. The family is 
informed that the patient died of "sudden complications" and 
that "everything possible was done". 
The student is then transferred to another ward to com¬ 
plete his clerkship. He is also reprimanded by the Chief of 
Medicine for not informing himself about the use of the drug. 
The resident is not disciplined. The Chief tells the student 
that the "matter is now closed". After the clerkship is over, 
the student learns that he has received a poor recommendation 
for his work during the clerkship. 
PLEASE TURN TO THE NEXT PAGE. 
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V 
A medical student is taking a clerkship on a medical ward. 
A 23 year old black man, a known sufferer from Multiple Scler¬ 
osis and the father of two small children is admitted to the 
service for work-up and treatment of complications of this dis¬ 
ease, including refractory urinary retention. The patient is 
treated with the usual therapies, including drugs, but with in¬ 
explicably poor results. Ultimately, a trial of an experimental 
cholinergic-type drug gives success in managing the problem of 
urinary retention. This drug is administered intravenously and 
a special sample is sent daily from the lab. The patient has been 
fully informed about and has given his signed consent for the 
use of this experimental drug. 
One evening, the resident asks the medical student if the 
student wishes to prepare and administer the drug. The student 
agrees, having seen the residents and interns give the patient 
the drug on several occasions. The resident asks the student 
if he "knows what to do" and the student assents. The resident 
then gives the student the bottle with the drug and leaves the 
ward, saying he "has other things to do". The student then ad¬ 
ministers about 50 ml. of the drug by IV push as he has seen the 
house staff do it this way in the past. Within moments, the pat¬ 
ient undergoes a complete cardiopulmonary arrest. Furious re¬ 
suscitation attempts are to no avail. The patient is pronounced 
dead within an hour of the administration of the drug. 
After an autopsy, the Chiefs of Medicine and of Pathology 
confer and conclude that the patient died because the drug, as 
sent by the lab, must be diluted by a factor of 1$400, which the 
student failed to do. The student thus administered an amount of 
drug several hundred times the therapeutic dose. The family is 
informed that the patient died of "sudden complications" and 
that "everything possible was done". 
The student is then transferred to another ward to com¬ 
plete his clerkship. He is also reprimanded by the Chief of 
Medicine for not informing himself about the use of the drug. 
The resident is not disciplined. The Chief tells the student 
that the "matter is now closed". After the clerkship is over, 
the student learns that he has received a poor recommendation 
for his work during the clerkship. 
PLEASE TURN TO THE NEXT PAGE. 

QUESTION # V — INSTRUCTIONS I 
On the following page are a list of actions the student 
might take in these circumstances. While it is true he might 
undertake to perform a combination of these or something en¬ 
tirely different, disregard this. For the moment, think only 
in terms of each of these as separate and alternative actions, 
A blank sheet of paper is provided along with your answer sheet 
so that you may write in alternatives of your own devising. 
Flease read all the answers through thoughtfully. Then, having 
read them throughi 
1) Select the one answer which you feel represents the best 
action that could have been taken under the circumstances at 
that time. Mark this selection with a "3" on your answer 
sheet in the appropriate space. (That is, if, for example, 
you think answer I-#l is best, mark "3" in the space next to 
#1 on your answer sheet.) 
2) Select the one answer which you feel represents the worst 
action and mark a "W" in a similar fashion in the appropriate 
space on your answer sheet. 
3) Returning to the answers remaining, rank these from best 
to worst indicating the best remaining choice with a ir"lM, 
the next-best remaining with a #"2"> and the worst remaining 
with a #H3". On your answer sheet, mark your choices in the 
appropriate spaces. 
Feel free to refer to the fact situation on the previous 
page while considering your answers. 
After having filled in all your answers for this question, 
please turn to the next question and complete the answers for 
it. If you have used the blank sheet provided with the test, 
please remember to hand it in along with your answer sheet. 
Any other comments you might wish to make about the test or 
an individual question would be most welcome. Please use 
the blank sheet to record these as well. 
PLEASE TURN TO THE ;iEXT PAGE. 

ANSWERS FOR QUESTION # Vt 
)ln Th® etiident should get some psychiatric help and counsel!- 
MVOr!S through his guilt feelings about this 
paired^ cident' his effectiveness as a physician will be im~ 
2) The student shouldn't let these events deter him from pur¬ 
suing his career. He should, in fact, work all the harder^o 
nrnhahi115 worth as a student. Anyway, in the future, he will 
probably save many lives and thus make up for his one error. 
dLandethatdanfin^°hld ?° the hosPital Ethics Committee and 
, T ull hearing be undertaken concerning the recent 
ily9ofywhateh^°old dem®nd f“11 disclosure to the patient's fam- 
He should st-Le otherwise, he will tell them himself. 
Dart in Lo do willingness to take responsibility for his 
part m the death, even if it means ruining his career. 
4) The student should try to see if he can get a better re 
iudaenhtm10n f°r the clerkshiP- The school has no right to 
suf? o? tn sey<?rely for one mistake that was really9the re- 
he resident's failure to supervise the student nro- 
unfair ifT^Lr^h^t Medicine wil1 understand how 
"Sent gets Lay freI. Udent t0 rePriraa"ded while the res- 
5) The student should write an anonwnous letter to the nat 
lent s family suggesting that they obtain a copy of the naL 
ologist's report and consider suing formalpraetiL The 
5ririo?L?c°""?d. 
are legallTresponiTbL L^whaf ht^hlp^led^ *** Student« 




A medical student is working on a surgical service. Her surgic 
preceptor is requested by the neurology service to perform a 
skin and muscle biopsy on a patient suspected to be suffering 
from a myopathy. All previous diagnostic studies have failed 
to provide sufficient information for making a definitive diag¬ 
nosis. The student and her preceptor go to the neurology floor 
and await the pathologist who is to collect the specimen. 
After about twenty minutes of waiting, the pathologist has 
still not arrived, and the surgeon, who has a very busy sched¬ 
ule, decides to begin the procedure anyway. The student cau¬ 
tions the preceptor that perhaps they should wait. She sug¬ 
gests that, since the pathologist was called in — a rather 
unusual occurrence -— perhaps special fixatives are to be 
used on the biopsy specimen. The surgeon, however, states 
that he can't wait any longer and that he's sure that fix¬ 
ing the preparation in formalin as usual will be sufficient. 
Just as the surgeon is finishing the procedure, the path¬ 
ologist arrives and is furious that the biopsy has been put 
into formalin. He wished to use a special fixative in order 
to make electron micrographic studies of the biopsy tissue. 
He states that EM studies give much better data in cases 
such as this. He declares that more usual preparations are 
"practically useless". 
A heated discussion ensues between the surgeon, the path¬ 
ologist, and the neurology staff. It becomes apparent that 
the biopsy will have to be done again. The student is cur¬ 
ious to know whether the patient will be charged for the sec-> 
ond biopsy. She is told, "Of course. The work is being done, 
isn't it?" The student is then sent to prepare the patient 
for the second procedure. 
PLEASE TURN TO THE NEXT PAGE 
■ 
. I 
QUESTION # VI — INSTRUCTIONS I 
On the following page are a list of actions the student 
might take in these circumstances. While it is true she might 
undertake to perform a combination of these or something en¬ 
tirely different, disregard this. For the morgent, think only 
in terms of each of these as separate and alternative actions. 
A blank sheet of paper is provided along with your answer sheet 
so that you may write in alternatives of your own devising. 
Please read all the answers through thoughtfully. Then, having 
read them through* 
1) Select the one answer which you feel represents the best 
action that could have been taken under the circumstances at 
that time. Mark this selection with a "3M on your answer 
sheet in the appropriate space. (That is, if, for example, 
you think answer I-#l is best, mark "3" in the space next to 
#1 on your answer sheet.) 
2) Select the one answer which you feel represents the worst 
action and mark a "W" in a similar fashion in the appropriate 
space on your answer sheet. 
3) Returning to the answers remaining, rank these from best 
to worst indicating the best remaining choice with a TrMl", 
the next-best remaining with a ^"2”, and the worst remaining 
with a 'it"3”. On your answer sheet, mark your choices in the 
appropriate spaces. 
Feel free to refer to the fact situation on the previous 
page while considering your answers. 
After having filled in all your answers for this question, 
please turn to the next question and complete the answers for 
it. If you have used the blank sheet provided with the test, 
please remember to hand it in along with your answer sheet. 
Any other comments you might wish to make about the test or 
an individual question would be most welcome. Please use 
the blank sheet to record these as well. 
PLEASE TURN TO THE I TEXT PAGE. 

ANSWERS FOR QUESTION # VI8 
1) The student should tell the patient that the procedure must 
be repeated because new studies have shown that specimens taken 
from two different biopsy sites give much better information than 
those taken from only one. This will reassure the patient that 
his physicians are using only the most advanced techniques to 
work on his case. 
2) Before leaving to see the patient the student should give 
the assembled physicians a piece of her mind. She should let 
them know that it's quite unfair for them to insist that the 
patient be charged a second time. It's bad enough that the pat¬ 
ient has to go through the biopsy all over again. She should tell 
them that they seem more interested in the biopsy than in the 
patient's general well-being. 
3) The student should explain to the patient exactly what has 
happened. She should note that "even doctors make mistakes". 
However, the student should point out that it is unfair for the 
patient to be billed twice for the procedure. The student should 
counsel the patient to pay only for one biopsy and to pursue 
the matter in court if the hospital or the surgeon presses for 
additional payment. 
4) The student should only tell the patient that a second bi¬ 
opsy is required. If the patient asks why, the student should 
say something like "we need a better specimen". Later on, the 
student can intercede with the surgeon to make sure he only 
bills the-patient once. This way, the patient isn't unfairly 
charged and will also continue to have faith in his doctors. 
5) The student should merely tell the patient that another 
biopsy is required and attempt to be soothing and supportive 
if he seems upset. If the patient learns the truth, he will 
become mistrustful of his physicians and this will make treat¬ 
ment of his illness more difficult. 
END OF QUESTIONAIRE. THANK YOU VERY MUCH FOR YOUR TIME AND 
TROUBLE. 
PLEASE PUT YOUR COMPLETED ANSER SHEETS AND COMPLETED GENERAL 
INFORMATION FORMS IN THE BOX PROVIDED AT THE REAR OF THE MED- 






YALE MEDICAL LIBRARY 
Manuscript Theses 
depositee, in the me Medical Lib t* MaSter'S and D°Ctor’s d^ees and 
rights of the authors M ^ f6 ‘° ^ US6d °nly Ulth due regard to the 
™st not be eo^ed"ithoS p:°S:^rofrteh:rent°heS W be n0ted’ but *»»■>«“ 
being given in subsequent written or published work! ’ and Vlthout pr°Per credit 
This thesis by- 
used by the following persons, 
above restrictions. whose signatures attest their 
has been 
acceptance of the 
Pg&n T tJcsnkd'U „ 
name and address 
/ South Sj. 




» / T-% 
DATE 
/7^ 
W &j 

